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ABSTRACT
“I THINK IT’S MALE PRIVILEGE”: A QUALITATIVE STUDY OF PERSONAL,
BEHAVIORAL, AND SOCIO-ENVIRONMENTAL FACTORS INFLUENCING HIGH
RISK SEXUAL BEHAVIORS AND HIV TRANSMISSION AMONG
HETEROSEXUAL ADULT MALES IN GHANA
There are roughly 340,000 adults and children living with HIV. Despite the
progress in the global response and the lowing of infections, HIV rates in Ghana remain
stable. Cultural and societal norms that exist at a given time and place influence masculine
socialization and behavior. These norms promote heterosexual men’s engagement in highrisk sexual behaviors which result in HIV infections. Factors such as HIV knowledge, risk
perception, male condom use, HIV testing, and counseling which minimize the risk of HIV,
are also influenced by these norms. Men have been identified as assets and advocates for
behavior change and social responsibility in reducing the spread of HIV infection. Despite
this, few studies have examined male behaviors and their association to the risk of HIV
infection. This study utilized individual interviews to examine socio-environmental,
behavioral, and personal factors influencing high risk sexual behaviors and HIV prevention
among 15 heterosexual adult males in Ghana. Data analysis of the qualitative data was
done using techniques from Interpretive Phenomenological Analysis (IPA).
Findings from this study suggest formative experiences of masculinity are
influenced by factors, which include family, friends, media, and socio-cultural practices.
Findings also reveal that peer norms and expectations surrounding men’s sex drive, sexual
competitions to prove masculinity, men’s capacity to perform sexually and gendered media
influence HIV high-risk sexual behaviors in Ghanaian men. Study findings also suggest
that HIV knowledge and risk perception influence decision-making regarding risky sexual
behavior. Lack of sexual satisfaction, peer pressure, price of condoms, stigma from
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purchasing, religious reasons, unplanned sex, substance use and mistrust as well as
perception of infidelity by women were associated with non or inconsistent use of condom.
Logistics of testing, fear, and healthcare provider stigma were barriers to HIV testing and
counseling.
This is the first known study to explore the influence of masculine socialization and
socio-environmental factors on high risk sexual behavior inclusive of factors informing
sexual decision making and barriers to uptake of HIV prevention efforts amongst
heterosexual adult men in Ghana. This study has also shown that factors such as gender
and societal norm, power, and social relations have profoundly influenced the spread of the
HIV epidemic. This study provides evidence that contextual and cultural factors have an
impact on not only sustaining HIV risky behavior but have also hindering the efficacy of
HIV prevention interventions among men. Study findings also reinforces the integrated
nature of factors that influence HIV prevention behavior. In an effort to reach near zero
cases for HIV in Ghana by 2030 per the sustainable development goals, this study
highlights the need for more attention to engaging men in HIV prevention efforts. Lastly,
This study justifies the need of more male centered research in public health.
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INTRODUCTION
HIV in Sub-Saharan Africa
In 2019 roughly 37 million people were living with Human immunodeficiency
virus infection (HIV) including 1.7 million children (UNAIDS, 2020) and today it remains
a major global public health issue. Since the start of the HIV epidemic, approximately 74
million people have become infected, and 32 million people have died from an AIDSrelated illness (UNAIDS, 2019). Most of the people living with HIV are in low- and
middle- income countries, with Sub-Saharan Africa accounting for roughly 68% of the
world’s HIV infections (UNAIDS, 2019). In Sub-Saharan Africa, the difference between
women and men regarding HIV/AIDS prevalence varies from as low as 0.68% in Liberia
to as high as 11.5% in Swaziland (Doat, Navab, & Sadat Hoseini, 2020). Compared to
western countries, Sub Saharan African countries including Ghana carry the heaviest
burden of HIV infection.
HIV in Ghana
According to a 2018 report by the Institute for Health Metrics and Evaluation
(IHME), HIV/AIDS was the 6th leading cause of death in Ghana, a lower-middle-income
country in West Africa (Institute for Health Metrics and Evaluation, 2019). The first
recorded case of HIV in Ghana was reported in March of 1986 (Commission, 2019). Since
then, HIV has been endemic and has been categorized as a generalized epidemic by the
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World Health Organization (WHO) with HIV prevalence of greater than 1%
(Commission, 2019). Estimates indicate that approximately 340,000 adults and children in
Ghana lived with HIV/AIDS in 2019 (UNAIDS, 2020). Among people living with HIV,
women aged 15 and over accounted for 210,000 and men aged 15 and over accounted for
110,000, while children under 14 years accounted for approximately 26,000 (UNAIDS,
2020). Among newly HIV diagnoses, an estimated 11,000 are women aged 15 and over
and 6,500 are men aged 15 and over (UNAIDS, 2020). Children 14 years and under
accounted for 3,000 of newly diagnosed cases (UNAIDS, 2020). Approximately 14,000
adults and children die each year due to the nature of the disease. Given the high rates of
mortality among people infected with HIV, UNAIDS (2020) considerers the HIV/AIDS
epidemic a national priority.
The disease has a disproportionately high prevalence in populations such as female
sex workers (FSW) and men who have sex with men (MSM) (Ali et al., 2019). In 2015
there were 65,000 FSWs and as of 2017, there were 55,000 MSM infected with HIV with
prevalence rates of 6.9% and 18.1% respectively (Ali et al., 2019). In 2014, of the general
population, FSW and their clients, and MSM, accounted for about 28% of all new
infections (Ali et al., 2019).
Urban areas have higher prevalence rates of HIV than rural areas. The prevalence
rates for urban areas of Central, Eastern, Greater Accra, Ashanti and Volta regions
increased between 2010 and 2011 while the rate for Brong-Ahafo region remained the same
(Seidu,2020). A decline in the HIV rate was observed for the Northern, Upper East, Upper
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West, and Volta regions during the same timeframe (Seidu,2020). Overall, as of
2019, prevalence rates range from a low of 0.8% in the Northern Region to a high of 3.4%
in the Bono Region (NACP, 2019).
Table 1. 1: 2019 Regional Prevalence of HIV in Ghana
Name of Region
HIV Prevalence Rate
Bono
3.4%
Greater Accra
3.2%
Ashanti
3.2%
Western North
2.9%
Oti
2.9%
Eastern
2.6%
Bono East
2.5%
Ahafo
2.3%
Upper East
2.1%
Western
1.6%
Volta
1.5%
Central
1.5%
Savannah
1.4%
Upper West
1.3%
Northern
0.8%
North East
0.8%
Data source: 2019 HIV Sentinel Survey Report by National AIDS/STI Control Program
Most Ghanaians hold the belief that some diseases are attributed to sins against the
“gods,” and these beliefs allow for people living with HIV to be viewed as immoral
(Awusabo-Asare & Anarfi, 1997; Ohemeng et al., 2016; Poku et al., 2005). A study
conducted in 2016 exploring the meaning of death resulting from HIV/AIDS, highlighted
dying from HIV/AIDS as shameful and disgraceful. The authors described moral
decadence as a metaphor surrounding HIV /AIDS until death (Ohemeng et al., 2016 ).
Ghanaians have a sturdy negative view of HIV and have used degrading words such as
imminent death, disgraceful death, shameful death, long-suffering death, and abominable
disease to describe the disease (Ohemeng et al., 2016; Poku et al., 2005). Some Ghanaians
believe that anyone who contracts HIV is dangerous and should be isolated from society
3

(Clottey-Sefa, 2001; Mwinituo & Mill, 2006). Despite the associated stigma associated
with HIV, Ghana is working towards eliminating the HIV epidemic, especially among key
populations.
In an effort to eliminate the HIV epidemic, Ghana aims to achieve the UNAIDS
90-90-90 targets (Ali et al., 2019) as well as adopt the World Health Organization’s “treat
all” policy. The 90-90-90 target aims for 90% of all people living with HIV knowing their
status, 90% of all people with diagnosed HIV infections receiving treatment, and 90% of
those on the antiretroviral treatment being virally suppressed (UNAIDS, 2014), while the
“treat all” policy aims to provide antiretroviral treatment (ART) to all people living with
HIV (PLHIV) regardless of their CD4 count, which previously served as a screening tool
for HIV treatment (WHO, 2015). The 90-90-90 target and “treat all” policy call for the
scale up of HIV preventive services and not just availability of ART and viral load testing.
In addition, the United Nations (UN) HIV roadmap emphasizes five key HIV prevention
pillars. These pillars consist of (a) HIV prevention programing for adolescent girls, young
women, and their partners;(b) programming for HIV prevention among key populations;
(c) comprehensive condom programming; (d) voluntary male medical circumcision and
sexual/reproductive health services for men and boys; and (e ) rapid implementation of preexposure prophylaxis (PrEP) (UNFPA & UNAIDS, 2017). In order to eliminate the HIV
epidemic in Ghana it is vital to focus the HIV epidemic toward heterosexually acquired
HIV infections and transmissions.
In the early 2000s most of Ghana’s HIV infections originated from contact between
sex workers and the general population, however, most recent modes of transmission
models indicate that the majority of infections (73%) happen among heterosexual sex (Cote
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et al., 2004; GSS, 2015). The transmission of HIV through heterosexual sex in Ghana is
influenced by high-risk behaviors such as unprotected sex, multiple sex partners, nonuptake of HIV testing and counseling that make people vulnerable to the risk of getting
HIV (CDC, 2018).
A deeper understanding of factors associated with high-risk sexual behavior
associated with heterosexual acquisition and transmission of HIV is imperative for men’s
sexual health.
Study Justification
Over the last decade, health experts and institutions have recognized the need to
address health issues of men, including sexual health (Courtenay, 2000; Felix-Aaron et al.,
2005; Sandman, Simantov, & An, 2000) and researchers have appealed for increased
understanding of the unique health issues of men of color, and explicitly black men
(Bonhomme, 2007; Rich & Ro, 2002; Satcher, 2003; Treadwell & Ro, 2003). The literature
has inferred the lack of attention to the health of men of color, and in particular poor men
of color that has led to descriptions of minority and black men as invisible, and
underserved.
Worldwide, men are more likely than women to contract HIV at an older age, begin
treatment late, discontinue treatment and are less likely to follow up for treatment (Cornell,
McIntyre, & Myer, 2011; Kipp et al., 2010; Koole et al., 2014; Kranzer et al., 2010;
Ochieng-Ooko et al., 2010), and therefore have a greater possibility of HIV/AIDS related
mortality (Druyts et al., 2013; Gari, et. al,2014; Taylor-Smith et al., 2010). These
disparities are illustrated in longitudinal studies in sub-Saharan Africa and global data
(Reniers et. al, 2016). A South African study conducted in 2010 demonstrated that though
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women were more likely to be living with HIV, men were 25% more likely to die from
AIDS-related causes (Taylor-Smith et al., 2010). Also, of the men who died from AIDSrelated causes, 70% had never pursued care for HIV compared to 40% of women (TaylorSmith et al., 2010).
Strategies to address the HIV/AIDS epidemic have mainly focused on women
because they account for over 50% of persons living with HIV/AIDS (PLWHA) globally
(Remien et. al, 2009). As better data on HIV responses is gathered globally and every effort
is made to reach the global goal of ending AIDS as a public health threat by 2030, an oftenunnoticed gap in response is low health and HIV service utilization among men and boys
(UNAIDS, 2017). Although it is challenging to generalize given the diversity across
geographic areas, cultures, social settings, and income levels, a large body of literature
strongly suggests that health behaviors and lifestyles on average put men at heightened
risk for poor health and untimely death (Addis & Mahalik, 2003; Hawkes & Buse, 2013).
Among this heightened risk for poor health is HIV/AIDS mortality and morbidity among
heterosexual men.
Early research of HIV often tackled the epidemic without due consideration of
gender dynamics in its transmission, prevention, and treatment. However, in later years, it
came to the attention of many researchers that HIV/AIDS is highly gendered and suggested
that women tend to be more vulnerable and disproportionally affected and infected with
HIV than their male counterparts (Van Klinken and Chitando, 2016). However, Van
Klinken and Chitando (2015) submitted that this disproportionality could be somewhat
attributed to structural gender inequalities and other physiological aspects which have a
more significant impact on sexual economies that put women at more risk for HIV/AIDS
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compared to their male counterparts. Following these observations, most HIV and AIDSrelated interventions and research have emerged as part of the efforts to combat HIV and
AIDS, however, and HIV researchers are beginning to acknowledge that women’s
vulnerabilities are intimately linked to behaviors of men, sanctioned by beliefs of
masculinity (Barker and Ricardo, 2006). Baker and Ricardon (2006) reported beliefs of
masculinity do not only put women at risk of acquiring the virus but also the men
themselves.
Literature on gender and HIV have attributed men as key drivers of HIV since
majority decide where, with whom and how to have sex (Fleming, DiClemente and
Barrington, 2016). The situation is influenced by patriarchal and masculine norms which
put men in a position of power on the social gender hierarchy (Fleming, DiClemente and
Barrington, 2015). Socially constructed gender norms, particularly, norms of masculinity,
have not only greatly contributed to the spread, but also have influenced interventions
targeting the HIV epidemic (Stern and Burkeman, 2013). Heterosexual masculinities have
created significant challenges to the fight against HIV, especially in developing countries
where the HIV epidemic is dire (Paechter, 2006). Notably, ideological foundations of
masculinity which legitimize men’s control over women’s sexuality, leave men with
absolute power to determine the conditions regarding when, how and where sexual
activities occur (Jama Shai et al., 2012). This study presents an opportunity for discussing
the impact of hegemonic masculinity on risky sexual behavior among men in Ghana. In so
doing, this research investigates the impact of masculinity on risky sexual behavior and
HIV Ghana.
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The formation, maintenance, expression, modification, and manifestation of
masculinities all reflect in social interactions (O’Brien et al., 2005). O’Brien et al (2005),
highlights that masculinities are dynamic and socially constructed and affected by time,
space, and depend on the socio-cultural and historical contexts that espouse certain gender
stereotypes and perpetuate certain forms of masculinities. Hence, it was imperative that
this study explored other context and environment within which male gender identities and
masculinity are formed and preserved as well as how these contexts interplay to influence
high-risk sexual behavior.
High-risk sexual behavior is influenced by factors such as lack of HIV knowledge,
low risk perception, non-uptake of HIV testing and counseling and condom use. Access
and use to comprehensive HIV information, HIV testing and counseling resources and
condoms have been proven to reduce the spread of HIV/AIDS (Kurth et. al, 2011).
Although there has been substantial work done globally to examine attitudes and behaviors
that influence uptake of HIV prevention strategies, there is emerging recognition from a
few sources that men in sub-Saharan Africa face important challenges in terms of HIV
vulnerability, engagement and retention in care, and access to ART that affect mortality
(May et. al, 2010; Johannessen 2011; Hawkins et. al, 2011; Braitstein e.t al., 2006;
Braitstein et. al, 2008; Muula et. al, 2007). Therefore, it was vital that this study explored
barriers to access and use of HIV prevention strategies among heterosexual adult males in
the Ghanaian context.
The literature also suggested that though there may be many social and economic
advantages for men, their risk for HIV is influenced by socio-environmental, personal, and
behavioral risk factors, yet it was devoid of clear theory based frameworks for
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understanding and addressing the increasing rates of HIV/AIDS among a heterosexual
male population.
Study Purpose
The primary purpose of this study was to examine socio-environmental, personal,
and behavioral factors influencing high risk sexual behaviors and HIV prevention and
explore barriers to access and use of HIV prevention strategies among heterosexual adult
males in Ghana.
This research study addressed the following research questions:
1. What formative experiences informed masculinity among heterosexual males
aged 18 years and over?
2. What socio-environmental factors influenced HIV high-risk sexual behaviors
among heterosexual males aged 18 years and over?
3. What factors limit access and use of condom use, testing, and counseling among
heterosexual males aged 18 years and over?
Below is the conceptual framework for this study (Figure 1.1) that depicts the hypothesized
theoretical relationship between socio-environmental, personal, and behavioral factors that
influence HIV transmission risk for heterosexual adult males in Ghana.
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Conceptual Framework
Figure 1. 1 Conceptual framework describing the relationship between socioenvironmental, personal, and behavioral, factors and HIV high-risk sexual behaviors
among heterosexual adult males in Ghana

Socio-environmental Factors
Masculine socialization
Masculine norms
Media Influence

Behavioral Factors
Condom use
HIV testing and counseling

Personal Factors for HIV
Knowledge
HIV risk perception
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LITERATURE REVIEW
This chapter discusses the various socio-environmental personal and behavioral
factors that influence high-risk sexual behavior and HIV risk among heterosexual men in
Ghana. This literature review examines the issue through a multilevel lens and draws on
the Socio-Ecological Model of Sexually Transmitted Diseases (STD) Risk and Protective
Factors (DiClemente et al., 2005).
Socio Ecological Model
This study is grounded in a Socio-Ecological Model (SEM) approach. While the
SEM framework does not explain the mechanisms that lead to behavior and health
outcomes, the framework emphasizes the interacting levels of influence supporting
behaviors or outcomes rather than focusing on individual level behaviors allowing
researchers to examine different determinants of health outcomes (Uriel Bronfenbrenner,
1979).
In his work on the Ecology of Human Development, Bronfenbrenner, highlighted
the development and functioning of the individual as being influenced by four interlocked
environmental systems (Bronfenbrenner, 1979). First is the microsystem, which contains
the individual’s primary environment that may comprise structures such as the school,
church, family, and friends. Second is the mesosystem which refers to the interactions
among the structures of the microsystem, for example, a connection between the
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individual’s school and family. Third is the exosystem which indicates the
interaction of systems that indirectly influence the individual, for example, governmental
entities. Fourth is the macrosystem which comprises the individual’s cultural environment,
including beliefs, resources, customs, and social systems (Bronfenbrenner, 1979).
DiClemente et al., developed the socio-ecological model of STD risk and protective factors
in 2005, following Bronfenbrenner’s ecological model, to explain STD risk and protective
factors for adolescents (DiClemente et al., 2005). This model investigated behavior within
the context of the individual’s physical and social environment and highlighted the socioecological factors that could impact behavior that include cultural, family, relational, peer
and societal influences (DiClemente et al., 2005). The model consists of five levels of
influence. The first level labeled “I” denotes the individual and the psychological traits that
are intrinsically driven, the next level labeled “family” denotes their influences on
individual behavior, while the next level labeled “relational” denotes the influence that
intimate partners could have on an individual’s decision making and resulting behavior.
Lastly the levels labeled “community” and “societal” to denote the peer, community, and
societal influences on behavior (DiClemente et al., 2005). DiClemente et al.’s
conceptualization of the socio-ecological influences on individual behavior is identical to
Bronfenbrenner’s ideas of the microsystem, mesosystem, exosystem and macrosystem and
was applied to sexual behavior. Illustrated in Figure 2 below is the model is comprised of
five concentric spheres of influence.
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Figure 2. 1 The Socio-ecological Model of STD Risk and Protective Factors

Societal
Community/
Peers
Relational

Family

I

Source: R.J. DiClemente, L.F.Salazar, R.A. Crosby, & S.L. Rosenthal, 2005
Identical to Bronfenbrenner’s microsystem, the first level of the socio-ecological
model of STD risk embodies the intrapersonal level which contains the individual and
related behavioral and psychological processes (DiClemente et al., 2005). Identical to the
mesosystem, the second and third levels of the socio-ecological model of STD risk,
embody the family and relational effects on health behavior and includes factors such as
family support (DiClemente et al., 2005). Next, the exosystem embodies the peer and
community influences such as peer norms, access to condom distribution sites, and
community culture on protective behaviors and STD risk (DiClemente et al., 2005).
Lastly, the macrosystem which embodies the societal level contains features of the larger
society such as sociocultural norms, media, and healthcare policies that influence
behavior on a wider level (DiClemente et al., 2005).
13

Though the Socio-Ecological Model of Sexually Transmitted Diseases (STD) Risk
and Protective Factors has not been used extensively to evaluate HIV risk behaviors, it
offers a multidimensional lens and novel approach for identifying factors that may
influence HIV risk among various populations including heterosexual adult males. The
section below presents a synthesis of the literature on socio-environmental, personal, and
behavioral factors influencing high-risk sexual behavior among heterosexual men.
Socio-Environmental Factors that Influence Heterosexual Men’s Behavior
The social environment refers to the direct physical and social setting in which
individuals live or develop (Barnett and Casper, 2001). It includes the culture in which the
people were educated and live in, as well as the people and institutions with whom they
interact (Barnett and Casper, 2001).The social environment is a broad concept and has
been deemed an essential aspect to target for HIV prevention as it influences HIV risk
behaviors and outcomes.
Though HIV is caused by a biological pathogen, literature suggests that the primary
drivers of the global HIV epidemic are social determinants (Rhodes & Simc, 2005;
Poundstone et al., 2004). An AIDS-free generation, begins with an enhanced understanding
of the social and cultural factors that facilitate, intensify, or alleviate HIV transmission
(Auerbach et al., 2011). Below is a synthesis of the literature of factors that may influence
high-risk sexual behavior among heterosexual males in Ghana that include masculine
socialization, masculine norms, and media influence, personal risk, and behavioral factors
that result in the HIV infections among heterosexual men.
Masculine Socialization
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Socialization can be described in several ways. Adomako Ampofo and Boateng
described socialization as that process by which a society’s values are conveyed and
learned in a lifelong process, and that there are many vital socializing agents including
schools, religious institutions, and peers (Adomako Ampofo & Boateng, 2009). This
concept is supported by Assimeng (2007) who also describes that socialization is the
institutionalized process by which children are brought up to become functioning people
in an ongoing society. Assimeng also states that from the time of birth, individuals are
taught through socialization to play certain roles which society considers useful for the
preservation of its institutional arrangements. Socialization in this sense is the process of
obtaining the ways of life of a culture or society so that an individual can efficiently
perform within that culture or society. Typically, individuals are socialized into viewing
gender as a masculine-feminine binary, and this has led to deeply established ideologies on
how each sex is supposed to behave.
Traditional masculine ideology (TMI) was described by Thompson and Pleck
(1995) as a customary attitude toward men, their anticipated roles, and what they should
and should not do (Ehrhardt & Wasserheit, 1991; Littlefield, 2003; Nguyen et al., 2010
; Sanchez et al., 2009). TMI is subjective and based on long-held beliefs, thus researchers
have suggested numerous definitions. David and Brannon (1976) suggested four central
‘rules’ that men must follow: 1) not be feminine; 2) not show fear; 3) be respected; and 4)
seek adventure and risk. In addition, O'Neil (1981, 2008) believed that men must 1) be
competitive; 2) be powerful; 3) not show emotions; 4) not show affection towards other
men; and 5) must be career-driven. Overall, Afrocentric communities have certain
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perceptions, expectations and ideals of masculinities that are frequently tied to communal,
familial and peer acceptance.
Based on literature reviewed for this section, an almost universal element of
manhood is that it should be achieved, and it involves behaving and acting in a particular
manner before one’s social group (Connell 2003; Gilmore 1990; Pollack 1998). Men in
Africa generally aspire for patriarchal hegemony. Patriarchal hegemony or what Connell
(2005) denoted as ‘hegemonic masculinity’ has a big impact on social hierarchy between
men and women in the African society and Walby (1990) defined patriarchy as a social
system where men hold authority over property, women, and children. Patriarchy is an
ideological and social construct which deems men as superior to women (Rawat, 2014).
Patriarchal hegemony is often achieved through economic breadwinner roles, heterosexual
marriage, fatherhood, maintaining physical and emotional resilience, and independence
(Chant, 2000; Mfecane, 2018; Ratele, 2008). Patriarchal hegemony does not exist
independently, neither is it hierarchically arranged, instead it resists, interacts, contests,
and struggles for dominance and cultural legitimacy at different times and spaces (Dery et
al., 2020). Patriarchal socialization of boys has been shown to lead to effects such as poor
psychological development and wellbeing. Black masculine socialization has traditionally
emphasized physical and heterosexual ability.
A focus on male heterosexuality and sexuality in general has been accelerated by
the priority to challenge the HIV/AIDS epidemic in Africa. The significance of gender
power relations and gender roles in understanding the challenges to safe sexual practices
has been extensively acknowledged and focused on questions of sexuality that underscore
the interconnection of sexuality and of the ways in which heterosexual practices are key to
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influential performances of masculinity (Shefer at al., 2010). Bronwynne Anderson’s study
of boys from a working-class neighborhood in South Africa for instance, demonstrated the
way in which young men perform masculinity as misogynistic and at times concurrently
caring (Anderson, 2009). Anderson (2009) highlights how their historical marginalization
as poor and minority men of color contributed to their hyper-sexualized relationships with
women. By contrast, the study also demonstrated how young men also engage in more
positive responses to women as they simultaneously leave room for more caring
relationships with their primary partners.
In Ghana many intersecting factors, including age, religion, social class, gender,
sexuality, and marital status play substantial roles in influencing social relationships and
interactions between adult males and younger men, between males and females, and among
young men themselves (Dery et al., 2020). Due to hierarchal and gendered social systems,
adult males have positions of higher privilege, power and authority over both women and
children (Dery et al., 2020). Majority of women continue to be subordinated to male control
and authority (Dery et al., 2020). For example, in the Dagomba ethnic group, culturally,
boys are always taught by their parents, peers, and wider society to display traits of
machismo, hard work, and demonstrate physical strength and bravery to be deemed a
successful masculine figure in the future and have affirmed that masculine socialization is
influenced by gender norms (Dery et al., 2020). While the research is limited on the relative
contributions of personal and social factors influencing sexual risk behaviors, the evidence
suggests that gender norms may be among the strongest underlying social factors.
Masculine Norms
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Masculine norms are a subset of gender norms that are defined as the socially
enforced rules, expected roles and behavior linked to men and manhood in each culture
and intersect with other identities such as ethnicity and class, resulting in an array of
expressions of masculinity depending on the context (Ragonese et. al, 2019). Men’s
embracing of hegemonic masculine norms has been significantly linked to HIV related
behaviors like non condom use and multiple sexual partners (Fleming, DiClemente and
Barrington, 2015). Hegemonic masculine norms are the ideals of masculinity that highlight
and elevate expressions of masculinity and reinforce men’s privilege of dominance and
power over women, as well as their dominance over other men who they consider to be
less masculine (Jewkes et. al, 2015). Ideals of masculinity, such as those which espouse
male sexual needs as uncontrollable, multiple partners as evidence of sexual prowess, and
dominance over women (physical and sexual), can place both young men and young
women at high-risk of HIV infection (Aggleton, Rivers and Scott, 1998). In the US,
researchers discovered that hegemonic masculine men who perceived themselves to be
mostly masculine or were insecure in their masculinity, were more likely to participate in
unprotected sex with multiple partners, and subsequently were often diagnosed with a
sexually transmitted infection (STI) (Reidy et. al, 2016). Hegemonic masculine men’s
sexual behaviors are influenced by three main dimensions the uncontrollable male sex
drive, power over others, and capacity to perform sexually.
The Uncontrollable Male Sex Drive
The uncontrollable male sex drive describes the dimension of masculinity that
values men who have large sexual appetites (Connell, 1995; Reeser, 2010). As masculinity
is created through interactions and discourse, the conversation surrounding the male sexual
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drive generates the idea that men are biologically programmed to desire sex constantly and
relentlessly (Hollway, 1984; 1996). The ‘male sexual drive’ is rooted in historical
conceptions that men need to spread their seed and are programmed to have unprotected
sex with multiple female partners to have children (Gilmore, 1990; Thornhill and Palmer,
2001; Hagen, 1979). While these explanations have been disputed (Hunter, 2015; Fine,
2010), the concept of men’s sexuality being programmed for unprotected sex remains
widespread in popular culture and discussions (Coyne, 2000). Because of this supposed
sex drive, some men describe themselves as acting on impulse which does not provide
them sufficient preplanning to ensure that they can use condoms during sex or abstain from
sexual intercourse.
In a study of men in Curacao, Stutterheim et al., (2013) highlighted participants’
perceptions of male sexuality as akin to that of wild animals such as lions and dogs who
are obliged to ‘conquer’ or ‘hunt’ women and who are not reasonable, but rather, impulsive,
and often lead to heat of the moment actions where condom use is not considered.
Stutterheim et al., ‘s (2013) study links maleness with a voracious sexual desire for women
and, thus, a real man in this framework is irrational and impulsive. Though research is
limited on the dimension of uncontrollable male sex drive and sexual risk behaviors, the
evidence supports the inequitable sexual decision-making because of power over others.
Power Over Others
The dimension of power describes men’s efforts to assert their power over women
through their sexual behaviors (Fleming, DiClemente and Barrington, 2015). Although
sexual activities mostly occur in private, men often share their experiences with their male
peers to build their sexual report card (Flood, 2008; Eyre et. al, 1998; Gibbs et. al, 2014).
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Sexual relationships are often constructed as a man’s conquest of a woman, and having
multiple women partners infers a level of sexual competence and control (Fleming,
DiClemente and Barrington, 2015). This concept of power as a descriptor of masculinity
has the potential to increase a man’s status across different settings and increase their
credibility among other men.
Two qualitative studies of Ugandan men revealed that men’s status among their
peers relied on them having multiple women sexual partners (Nyanzi, 2009; Siu et. al,
2013).These studies demonstrate men are rewarded for participation in sexual relationships
with multiple women and fear social punishment for not having sexual relationships.
Ethnographic research with both working class British youth and Australian men in the
military demonstrated that men shared with peers only details promoting masculinity or
lied about their sexual experiences with women to gain increased status (Flood, 2008;
Richardson, 2010). In Tanzania, truck drivers engaged in risky sex due to fear of peers
questioning their masculinity or teasing them (Mtenga et. al, 2015). Similarly, in a study
of young men in Paraguay, men lied to their peers about their abstinence from sex with
girlfriends to prevent mockery or them challenging their masculinity (Fleming et al., 2015).
High-risk sexual behavior has been linked to their capacity to perform sexually.
Capacity To Perform Sexually
The dimension, capacity to perform sexually, deals with masculinity and sexual
performance (Fleming, DiClemente and Barrington, 2015). Connell described heterosexual
sex as vital in the realization of maleness and sexually activity(Connell, 1995). In a gender
analysis performed in Southern Africa, McFadden (1992) stated that though this concept
may differ across settings it remains almost universal. Thus, being able to perform sexually

20

i.e., maintaining an erection and being skillful in bed plays a vital role in attaining
masculine status, particular among men who are not able to attain masculine status through
other avenues, such as wealth (Fleming, DiClemente and Barrington, 2015). Being
unwilling or unable to perform sexually with a woman could make a man suspect of
belonging to the gender minorities (e.g., homosexual, asexual) that would exclude him
from achieving the dominant ideal of masculinity and in some cases get mocked (Sommer
et al., 2015; Both 2016; Hyde et. al, 2009; Fleming 2017; Fleming et. al, 2013; Reeser,
2010; Richardson, 2010; Ganle, 2016).
A few quantitative studies among young men in the United States discovered that
the relationship between condom use and masculine ideology was influenced by a belief
that condoms impede the capacity to perform (Pleck et. al, 1993; Noar and Morokoff,
2002). Other qualitative studies confirm these findings about men’s fear of being unable to
maintain an erection whiles using condoms and concerns about the social consequence of
not being considered a man(McKernon,1996; Marston and King, 2006; Castro-Vázquez,
2000; Levinson et. al, 2004; Limmer, 2016; Davis et. al, 2014).
Across the globe, many researchers have studied the ways in which masculinity is
linked to risky sexual behaviors. In a study conducted by Fleming, DiClemente and
Barrington (2015), a man’s sexual capacity to perform was suggested to be an indicator of
masculinity. In another study in the United States, researchers discovered that men who
viewed themselves as principally masculine were more likely to engage in unprotected sex
with multiple partners (Zeglin, 2015). Additionally, men who are insecure in their
masculinity but who significantly value being viewed as masculine are at a heightened risk
of indulging in risky sexual behavior (Berhan and Berhan, 2015). In addition to masculine
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norms, engagement in risky sexual behavior has been linked to exposure to media such as
TV, social media, music, videos, and magazines.
Media Influence
Every media message is made up of elements, such as images, facts, and sounds,
which people acquire and retain with additional message elements depicting a sequence of
events (Woods, 1994). During a media exposure, an individual may pay attention to certain
elements resulting in an immediate effect and the message being committed to memory
(Howley, 2009). People can also develop beliefs, attitudes and behavioral sequences in the
same way using the skill of memorization (Howley, 2009). Although there may be many
other influences, media has a powerful effect on how men and women are viewed and is
shown as early as in children’s media.
According to Doyle (1989), children's television highlights masculinity via men’s
roles. Men are portrayed as dominant, aggressive, and engaged in activities from which
they get rewards from others for their masculine accomplishments. Relatedly, many men
on prime-time television are also portrayed as aggressive, independent, and in charge
(McCauley, Changeful, & Rozin, 1988). Television programming for all ages
disproportionately portray men as serious, powerful, competent, confident, and in highstatus positions (Holt and Thompson, 2004). Very popular films such as Robocop Die
Hard, and Die Harder, Lethal Weapon, and Predator star men that reinforce the stereotype
of extreme masculinity (Woods, 1994). They also reinforce long-standing cultural ideals
of masculinity. These ideals present men as tough, hard, independent, unafraid sexually
aggressive, and in total control of all their emotions. Children's literature implements this
idea of competent authorities by casting males as coming to the rescue of helpless females.
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This is illustrated in movies such as Sleeping Beauty's whose resurrection depended on
Prince Charming's kiss, a theme that exists in progressively popular romance novels for
adults (Woods, 1994). Television further communicates the subliminal message that men
are authorities as they often outnumber women in television programming. Additionally,
social media has permeated the culture as a popular use of media.
Social media access is global especially among adolescents. With high rates of selfreported use, there is a concern for engagement in other high-risk behaviors (Vente et.al,
2020). Fowler and Christakis (2008) have found that attitudes, beliefs, and behaviors linked
to health such as sexual risk behaviors and substance use are disseminated through social
media through transfer of information, social norms, social support, and direct influence.
Entwined throughout our daily lives, media sends messages into our consciousness
at every turn (Woods, 1994). Almost all media forms communicate images of the sexes,
many of which may preserve unrealistic, and stereotypical messages (Ward, 2020). At the
same time, evidence indicates that substantial exposure to sexually explicit and adult
oriented content via media can contribute to adolescents indulging in risky sexual behavior
(Lin et al., 2020). Several studies have also discovered that youth who frequently interact
with media that contain a substantial proportion of sexual content are more likely to have
early sexual intercourse because media has normalized this behavior (Gruber and Grube,
2000; Lin et al., 2020; Randall, 2020). In addition to social-cultural factors such as media,
personal factors have been identified to influence high-risk sexual behavior in heterosexual
men. Fisher’s (1992) information-motivation-behavioral model (IMB) highlights safe or
unsafe sex in a combined function of accurate information about HIV and its transmission
and prevention, motivation to prevent HIV, and behavioral skills necessary to perform
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preventive behaviors. Without knowing what HIV is, how it is transmitted, and how it can
be prevented, no one could even think about HIV safe or unsafe sexual behavior.
Personal Factors
Several personal factors have been explored in studies of HIV risk sexual behaviors
(Glanz, Rimer, & Lewis, 2002). Nevertheless, regardless of the differences in the way the
main variables are specified and emphasized, studies tend to focus on cognitive and
affective factors, with a major emphasis on perceived risk (Fisher & Fisher, 2000). Below
is a synthesis of personal factors such as HIV knowledge and risk perceptions and its
influence on high-risk sexual behavior and prevention behaviors among heterosexual males
HIV Knowledge
HIV knowledge has influenced the uptake of HIV testing and reduced high-risk
behaviors (Veinot et. al, 2014; Pavlopoulou et. al, 2020). In an attempt to reduce the spread
of HIV, Ghana DHS adopted comprehensive HIV knowledge model from the global DHS
program. Comprehensive HIV knowledge is defined as 1) knowing that consistent use of
a condom during sexual intercourse and having only one uninfected faithful partner can
decrease the chance of acquiring the AIDS virus, 2) knowing a healthy-looking person can
have the AIDS virus, and 3) refusing the four most common local misconceptions about
transmission or prevention of the AIDS virus (GSS, 2015). Misconceptions include a
person can get HIV from mosquito bites, by sharing food with HIV/AIDS infected person,
by hugging or shaking hands with an infected person or through supernatural ways (GSS,
2015). Data from the 2014 Ghana DHS highlights low comprehensive HIV and AIDS
knowledge among men (33.0%) (GSS, 2015). From the Ghana National HIV and AIDS
strategic plan (2016), comprehensive HIV/AIDS knowledge in Ghana was expected to be
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80% by 2015 among men, however, the prevalence of high comprehensive knowledge as
of 2016 has remained the same and well below target.
Roughly 98% of all respondents in a Ghana DHS survey had heard of HIV/AIDS
(Ghana Statistical Service (GSS, 2015), however, many Ghanaian adults lacked accurate
comprehensive knowledge about how HIV can and cannot be transmitted. Comprehensive
knowledge on HIV and AIDS is vital in the adoption of behavior that lessens the risk of
HIV transmission (Ochako et. al, 2011). Yet, in study conducted by Fenny et al., (2017)
found that knowledge of HIV trends and distribution in comprehensive knowledge showed
a significant decrease from 72% in 2008 to 59% in 2013. This study also suggested that
the strongest predictors for having comprehensive knowledge were age, education, wealth
and being single.
The study conducted by Fenny et al., (2017), found that men aged 25-29 years had
greater odds of having comprehensive HIV and AIDS knowledge compared to males aged
55-59 years. These results validate other studies by Ochako, et al., (2011); Ulwodi, Njagi
Kimetu and Onyango (2011); Yadav et al (2011); Shweta, Mundkur & Chaitanya (2011).
Similar results were also obtained by Monepantel et. al., (2014) in Botswana. In addition
to age, education has been associated with comprehensive HIV/AIDS knowledge in Ghana.
According to Fenny et al., (2017), Ghanaian men who did not have an education
or low levels of educations had lower odds of having comprehensive HIV and AIDS
knowledge compared to those who had higher level of education. This aligns with Mishra
et al., (2009) study of comprehensive knowledge of HIV/AIDS in India that demonstrated
that educated men were substantially more likely to have comprehensive knowledge of
HIV/AIDS compared to uneducated men. Studies describe access to formal education and
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continuous HIV/AIDS training as well as HIV awareness as essential to diffuse false
prejudices and beliefs about HIV/AIDS (Agyemang, Bur, & Tagoe-Darko 2012;
Agyemang et al., 2012). In addition to education, educational levels have a role in
influencing individuals’ social status, access to information and wealth (Rahman &
Rahman, 2007) .
The household wealth index in Ghana has been associated with comprehensive
HIV/AIDS knowledge among Ghanaian men with . men who were in the poorest wealth
groups having lower odds of having comprehensive HIV/AIDS knowledge compared to
the richest wealth groups (Fenny et al.,2017) . This finding supports previous research by
Oginni, Adebajo & Ahonsi ( 2017) and Oljira, Yemane & Alemeyehu, (2013). The 2013
study conducted by Olijra et al., demonstrated that comprehensive HIV and AIDS
knowledge was better in adolescents from families with relatively middle or high wealth
index. Fenny et al.,. (2017) suggested that the household wealth index and comprehensive
HIV and AIDS knowledge could be that men in the richer wealth group may access
multiple sources of HIV/AIDS information through mediums such as televisions,
newspapers, and radios.
Men who listen to radio has been associated with having comprehensive HIV and
AIDS knowledge among Ghanaian Men. Fenny et al., (2017) demonstrated that men who
listened to radio less than once a week had roughly 0.7 times lower odds to have
comprehensive HIV and AIDS knowledge compared to those who listened to at least once
a week. Similar results have been discovered between media exposure and comprehensive
HIV and AIDS knowledge in other studies in from Bangladesh (Sheikh, 2017) and India
(Agarwal, & de Araujo, 2014). A 2014 study conducted by Agarwal and de Araujo in India
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reported that access to newspapers, radio, or television increased the chance of better HIV
knowledge in men by an order between 2% and 12%. In addition to media exposure, marital
status has an influence on HIV knowledge among men.
Men who were living with a female partner and married men were at lower odds of
having comprehensive HIV/AIDS knowledge compared to those who have never been in
a union (Fenny et al., 2017). A few studies also found that married couples could potentially
get comprehensive HIV knowledge from each other (Dey, 2013; Ochako et al., 2011).
Minet, et al., (2016) highlighted that having a high and accurate level of comprehensive
HIV/AIDS knowledge is one of the key strategies to help in the fight against the HIV/AIDS
pandemic. Inadequate knowledge of HIV/AIDS on the other hand may contribute to a low
perception of risk for acquiring HIV/AIDS.

HIV Risk Perceptions
Risk perception has been identified as a crucial factor in explaining non-use of HIV
prevention interventions (Warren et. al, 2018). Studies have demonstrated that when
situations and relationships are perceived as being low-risk, they hinder motivation to
utilize and adhere to prevention interventions (Corneli et. al, 2014; Bandali, 2011; Achan,
2009). Perception of risk of HIV has been predicted by factors such as age, gender, and
sociocultural factors.
HIV risk perception is generally low among the younger people and in a study
conducted by Darteh et. al, (2016), only16% of young men perceived themselves at risk
of HIV. The main reason cited by those who perceived themselves at high risk was that
they were sexually active. About 47% of males also indicated that they were abstaining

27

from sex because they were not ready and another 20% indicated that they were using
condoms to reduce their risk of contracting HIV (Darteh et. al, 2016). Darteh at. Al, 2016
reveals that young people were cognizant of risks of HIV transmission associated with
unprotected sexual intercourse. Gender disparities have been demonstrated in several
sexual and reproductive health risk studies with some reporting higher risk perceptions
among males (Akwara at al., 2003; Prata et. al, 2003; Simbayi et. al, 2004; Darteh et. al,
2016). The high perception of risk of HIV discussed by Adedimeji (2005) was attributed
to the fact that more males were involved in sexual intercourse than females.
Socio-demographic factors account for young people’s risk perception of
HIV/AIDS (Darteh et. al, 2016). For instance, older youth were about 1.8 times more likely
to believe that they were at risk of contracting HIV compared to the younger adolescents.
The higher risk perception among older adolescents was attributed to their level of sexual
activity (Adebola et al., 2007; Darteh et. al, 2016). Darteh et. al, (2016) also stated that in
Ghana, the Ewe tribe were more likely to perceive themselves at risk of HIV/AIDS than
the Ga-Adan tribe. In addition to personal risk factors, certain behaviors may increase the
risk of HIV infection and its transmission.
Behavioral Factors
Effective HIV prevention have been proven to reduce HIV transmission. People
who get tested for HIV make significant behavior changes to improve their health and
reduce the risk of transmitting HIV to their sexual partners (Healthy People 2020, n.d).
Men form a vital connection in almost all HIV transmission networks, whether they partner
with women, men, or both (Healthy People 2020, n.d). When primary HIV prevention is
successful, it protects the men and their partners from HIV exposure and possible infection.
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(Healthy People 2020, n.d). Behavioral factors are strong drivers of HIV in sub-Saharan
Africa. Behaviors such as unprotected sex, and not knowing their HIV status are among
the cited factors that fuel the transmission of HIV (Belle and Gamedze, 2019). Male
condom use has been considered one of the most effective HIV prevention methods among
sexually active individuals (Ntshiqa et. al, 2018).
Condom Use
The correct and consistent use of condoms during sex has been found as one of the
cost-effective ways to prevent the spread of HIV (Ntshiqa et. al, 2018). Countries that
account for a higher level of use of condoms in population-based studies have increasingly
reported lower HIV incidence as compared to countries that report lower use of condoms
(Ntshiqa et. al, 2018) although few studies in sub-Saharan Africa have shown compelling
scientific evidence to endorse this notion (UNAIDS, 2016; Sandoy et. al, 2007; Green et.
al, 2006).The prevalence of condom use by adults aged 15-49 years during high-risk sex
was only 45% for males from the period of 2005-2008 and 39.3 % for 2014 (GSS, 2009:
2015). There is an array of factors that influence the use condoms by men in Ghana. These
factors include partner relationships, inadequate supply of condoms, and perceptions that
condom use reduces sexual satisfaction.
Partner relationships are an important factor when it comes to condoms being used
or not. Often in monogamous relationships condom use is frequently linked with mistrust
and infidelity (Agha et al., 2002; Chimbiri, 2007; Tavory & Swidler, 2009). Tavory and
Swidler (2009) examined the widespread hesitance to condom use in sub-Saharan Africa
and described trust, love, and “sweetness” of sex among sexual partners, and assessment
of risk as factors. Tavory and Swidler (2009) also suggested that condom use meant a risky,
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less serious, and less intimate partner. In instances when people believed that condom use
was correct, wise, or even a matter of life and death, the statement that condom use makes
regarding a relationship usually exceeds all other meanings (Tavory and Swidler 2009).
Hattori et al.,, (2004) highlights that this concept may have been perhaps reinforced by
AIDS prevention messages that imply people either be faithful or use condoms (Hattori,
Richter, & Greene 2010). In addition to partner relationships, access to condoms may also
influence high-risk sexual behavior.
Factors such as inadequate supply, accessibility, and affordability may influence
condom use (Foss, et al., 2004) An individual may not use a condom if they are too shy to
buy condoms, has low condom use self-efficacy, little to no knowledge of condoms, feels
unable to negotiate condom use with his partner and perceives their social support as weak
(Adih & Alexander, 1999; Meekers, Silva, & Klein, 2005; Sunmola, 2005). Besides
inadequate supply, access and affordability of condoms, sexual satisfaction has been linked
to the use of condoms.
The perception of reduced sexual satisfaction has been linked with the use of
condoms among men (Chakrapani, Newman, Shunmugam & Dubrow, 2010; Mufune,
2005; Sunmola, 2005). Chakrapan et.al (2010) investigated sexual behaviors among
heterosexual people living with HIV in India and reported about 100 male participants
inconsistently used condom with their regular sex partners. Chakrapan et.al (2010) further
reported that factors such as feeling of personal responsibility to protect the health of their
partner, the belief that condoms are necessary for antiretroviral therapy to be effective and
the desire to prevent acquisition and/or transmission of sexually transmitted infections were
facilitators of condom use with a regular partner. However, the belief that condoms were
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unnecessary in HIV-positive serodiscordant relationships, desire to have a child, lack of
sexual satisfaction with condoms; fear that disclosure of HIV status; husband's alcohol use,
depression, and anxiety were barriers to consistent condom use with regular partners
(Chakrapan et.al (2010). Chakrapan et.al (2010) also reported shame, marital discord,
family shame; and inadequate counseling by health care providers as

factors that

influenced condom use among participants. In addition to consistent and proper use of
condoms, the provision of HIV testing, and counseling (HTC) is important for HIV
prevention and its availability is vital to decreasing the burden of disease.
HIV Testing and Counseling
HIV testing and counseling was established on the basis that people found to be
HIV negative should receive counseling to reduce high-risk behaviors and people who have
tested positive for HIV should be linked to appropriate accessible care, support, and
counseling to reduce the likelihood of the spread of HIV infection to other people (Asante,
2013). HTC has played a vital role in identifying HIV infected individuals and provide
them the chance to benefit from therapeutic intervention (Menna, Ali, & Worku, 2015).
Access to HIV testing and counseling is a central part of a strategy implemented by Ghana
for HIV surveillance (Asante, 2013). The Government of Ghana has launched numerous
interventions and practices to enhance participation in HIV testing (Asante, 2013) and
despite these interventions, HTC remains low in Ghana.
The continuum of HIV testing, treatment and care covers a range of activities which
aim at early detection of HIV cases (Ayisi et. al, 2018). However, many resource limited
countries such as Ghana in providing these services (Ayisi et. al, 2018). Limited
accessibility to services along the HIV testing, care, treatment continuum can negatively
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impact HIV testing efforts which are needed to attain the 90% of people knowing their HIV
status set by the United Nations (Lawn et. al, 2005; Cohen et. al, 2011; Hemelar, 2013). In
sub-Saharan Africa, HIV prevalence varies from and aforementioned studies have been
accentuated by other studies that demonstrate that more women take up HIV testing and
counseling than men in sub-Saharan Africa including Ghana (Darteh et al., 2014; Mishra
et al., 2009; Ziraba et al., 2011). These studies have also reported a lower uptake of HIV
testing services among men than among women, which is mainly due to the importance
placed on HIV testing among women prenatal care and because women tend to use
healthcare services more than men (Bwambale et al., 2008; Mandiwa and Namondwe, n.d;
Makusha et. al, 2017; Nyarko and Sparks, 2020 ).
Like men in Ghana, low uptake of HIV testing and counseling has also been
observed among men in neighboring countries such as Burkina Faso (De Allegri et al.,
2015; Kirakoya-Samadoulougou, Jean, & Maheu-Giroux, 2017). A study conducted by De
Allegri et al. (2015), exploring factors shaping the decision to undergo HIV testing and
counseling among men in rural Burkina Faso demonstrated that, out of the 357 men who
had been offered an HIV test, only 97 had taken the test. Household wealth, younger age,
literacy, knowing that HIV testing is available at primary health facilities were positively
associated with the likelihood of being offered an HIV test (De Allegri et al., in 2015).
Qualitative findings from this study also revealed that the limited uptake of HIV testing
was associated with limited HIV knowledge, low-risk perceptions, and service availability
(De Allegri et al., in 2015). Factors that influence uptake of HTC are diverse and can be
classified according to socio-demographic such as age, wealth and employment, and region
of residence in Ghana. Personal and health system-related factors also influenced HTC.
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A significant link between religious affiliations/beliefs and HTC among men was
reported in a study conducted by Addis et al., (2013) signifying that Muslims were less
inclined to test for HIV. The study explained that Muslim men who are more likely to be
circumcised tend to have a reduced risk of HIV infection hence less inclined to undertake
an HIV test (Addis et al., 2013). Nyarko and Sparks (2020) also noted that the probability
of testing for HIV was substantially lower for men who belong to religious minority groups
other Christian and Muslim religions. Nyarko and Sparks (2020), discuss that minority
religious groups may most likely not be open to prevention information and comprehensive
HIV knowledge due to some deep-rooted religious beliefs. The influence of religious
affiliation on the uptake of HIV testing has also been recognized by other studies in India
and Burkina Faso (Das et al., 2013; Kirakoya-Samadoulougou et al., 2017). Additionally,
the uptake of HIV testing among men has also been predicated to some extent by age.
Though earlier studies explained that women test more than men, a study conducted
in South Africa at 282 public and non-governmental HTC sites showed that males
underwent HTC at older ages than females (Snowa et al., 2010). Most men who
participated in this study were between the ages of 20 to 39 years which is also known as
the peak age (Snowa et al., 2010). Snowa et al.,(2010) reported that 17.4% of women who
partook in HTC as part of the study were older than age 40 compared to 30.4% of males
and only 5.7% of women were above age 50 compared to 11.7% of males (Snowa et al.,
2010). On the contrary, in a study conducted by Moore and Belgrave (2019), exploring
gender differences in predictors of HIV testing among in the United States, older age was
substantially linked with greater odds of past HIV testing among women, but not among
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men. In addition to age, wealth and employment has been identified predictors of HIV
testing among men.
The uptake of HIV testing among men has been predicated on wealth and
employment status. Nyarko and Sparks (2020) discussed wealth status as an important
determinant of HIV testing uptake among men in Ghana. Wealth status was positively
associated with HTC and men from wealthy households were more than likely to engage
in HTC compared to men from poor households. Few studies have observed evidence to
endorse the positive impact of higher wealth status on the uptake of HTC among men (Gage
& Ali, 2005; Kirakoya-Samadoulougou et al., 2017; Lépine, Terris-Prestholt, &
Vickerman, 2015). Nyarko and Sparks (2020), discussed the lower uptake of HTC in
Ghana as not necessarily because of the economic power to afford it because it is free. This
is further supported by Fenny et al., (2017) who suggest that wealth status and uptake of
HTC may be due to the increased access to comprehensive knowledge of HIV and its
prevention that the wealthy might have. The uptake of HIV testing is also influenced by
employment, which the wealthy might have greater access to (Das et al., 2013; KirakoyaSamadoulougou et al., 2017; Nyarko & Sparks, 2020). Besides wealth and employment,
region of residence has been associated with uptake of HTC. Among men in Ghana, the
uptake of HIV testing among men is associated with them.
The significant connection between the region of residence and HIV testing was
noted by comparable studies among women (Siziya, Muula, Rudatsikira, & Mataya, 2008;
Tenkorang & Owusu, 2010). Quite remarkably, in the Nyarko and Sparks’ study, these
findings demonstrate that men from the Northern part of Ghana, (Upper East and West
regions ) were significantly more likely to partake in HTC compared to men from other
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regions in the country (Nyarko and Sparks, 2013). Nyarko and Sparks point out that while
it may be startling for men from the two most deprived regions of northern Ghana to partake
in HTC, these regions may have health-related non-profit organizations that focus on HIV
prevention, education, and interventions, thereby contributing to the success of HTC
campaigns. The uptake of HIV testing among men has also been predicted by health system
related factors.
A systematic review done by Kaai et al., (2012) described receiving HTC as part
of a medical examination or prenatal care was the most reported health system-related
facilitator. Kaai et al., (2012) reported that inaccessible venues were a hindrance to HTC
uptake. Participants from the Kaai et al.,. (2012) study was mostly from small communities
and avoided STI clinics because they were afraid their neighbors would see them and
disclose their risky behavior to others in the community (Kaai et al., 2012). Also, studies
in Sub-Saharan Africa have recorded that uptake of HTC increases when it is offered at
home, hospital, and workplaces compared to clinic sites (Leta, Sandøy, & Fylkesnes, 2012)
In their review, Kaai, et al., (2012) also stated a lack of trust and confidentiality in the
health services of the native population. Uptake of HTC is directly related to concerns
about confidentiality and trust associated with HTC’s health care providers. In Kaai et al.’s
(2012) review, indicated that mistrust of and fear of stigma related with HIV from health
professionals and other forms of anxiety such as, fear of positive HIV outcomes and having
children was associated with low uptake of HTC.
Summary of the Problem
Hegemonic masculinity occupies a dominant space of patterned gender relations
and can include examples of aggression, toughness, and sexual dominance. Masculine
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socialization and male social behavior are heavily influenced by the cultural and societal
norms that exist at a given time and place. Male gender norms differ however and tend to
assign authority to men and roles of power and to assert notions that men are less
vulnerable, physically more robust than women, more resilient and independent.
Heterosexual men strive to adhere to the cultural standard of traditional masculine norms.
These norms which espouse male sexual needs as uncontrollable, multiple partners
as evidence of sexual prowess, physical and sexual dominance over women, engaging in
unprotected sex are not only tolerated but also advocated under these masculine ideologies.
These can place men at high-risk of HIV infection. Media has also been identified to
reinforce masculine ideologies and contribute to acquiring and retaining some of such
elements that in turn shape knowledge, attitudes, perceptions, and beliefs. This adherence
to masculine norms could potentially influence sexual risk behaviors such as sex without
the use of condoms and HIV protection strategies such as HIV testing providing great
potential for the continued spread of HIV.
Literature Gap
In Ghana, the primary mode of HIV transmission is through heterosexual
intercourse. The literature suggested several factors such as masculine socialization,
masculine norms, media influence, HIV knowledge and risk perception, male condom use
and HIV testing, and counseling that influence high-risk sexual heterosexual behavior.
However, little to no research exists in the Ghanaian context. Where research that links
sexual behavior to HIV exists, it focuses on women who have heterosexual sex which has
been deemed the main spread of HIV worldwide and in Ghana (Brook et. al, 2008;
Malebranche et. al, 2009). In other cases, the focus was on men who have sex with men.
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There a dearth in the research exploring the effect of masculine socialization/norms on
high-risk behavior of men. In addition to masculine socialization and norms, barriers, and
facilitators to personal and behavior risk factors exist to sexual behavior of heterosexual
men. In addition, there was a gap in the literature that clearly links men’s masculinity and
factors that influence their sexual behavior to HIV prevention and control activities.
Like in other parts of the world, there has been a significant disparity in the uptake
of HIV testing and counseling among men and a dearth of research on predictors of HIV
testing uptake in Ghana. The few nationally representative studies of HIV testing
concentrate on young people (Darteh et al., 2014), HIV/ AIDS-related stigmatization
factors (Novignon, 2014). Very rarely do studies explore the predictors of the HIV testing
and counseling uptake of heterosexual men, even though men are primarily involved in the
transmission of HIV/AIDS to women, (Matlin & Spence, 2000), and they are less likely to
be tested for HIV/ AIDS (Darteh et al., 2014; Mishra et al., 2009) with implications for the
continual rise in HIV infections in Ghana. This study 1) explored formative experiences
informing masculinity among heterosexual males aged 18 years 2) examined the influences
of socio-environmental and cultural factors on HIV high-risk sexual behaviors among
heterosexual males and 3) examined factors that limit access and use of HIV prevention
strategies.
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METHODOLOGY
This chapter describes the methodology for exploring the relationship between
socio-environmental, personal, and behavioral factors that influence HIV risk behavior
among heterosexual adult males aged 18 years in Ghana. The chapter provides a
description of the study setting, discussion of the philosophical assumption for this study,
and an examination of the theories guiding the conceptual framework for this study. This
chapter further describes the research design and adopts Interpretive Phenomenology for
data collection and analysis.
Study Setting
The setting for this study was Ghana which is located west of Sub-Saharan Africa
surrounded by Côte d’Ivoire to the west, Burkina Faso to the north, Togo to the east and
the Atlantic Ocean to the south. There are sixteen regions in Ghana: Oti, Bono East, Ahafo,
Bono, North East, Savannah, Western North, Western, Volta, Greater Accra, Eastern,
Ashanti, Central, Northern, Upper East and Upper West Regions. It is home to over 100
different ethnic groups and over 200 languages and dialects, is an ethnically diverse and is
a melting pot of many ethnic groups including the Fanti, Asante, Ewe, Akyem, Ga,
Dagomba and Mamprusi. Ghana’s population was estimated at 29,340,248 in 2020 (CIA,
2020). The population estimates explicitly consider the effects of additional mortality due
to AIDS which has been associated with lower life expectancy, higher death rates, higher
infant mortality, lower population growth rates, and changes in the distribution of
population by age and sex than would otherwise be expected (CIA, 2020). Ghana has a
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young age composition, with roughly 57% of the population under the age of 25, signifying
momentum for further growth (CIA, 2020).
Data for this study was collected in the Greater Accra region of Ghana. The Greater
Accra region of Ghana in which the capital city Accra is located is the smallest by landmass
and is home to 29 districts. This region is the second most populated region in Ghana. The
Greater Accra region is also the most urbanized in the country with over 80% of its total
population living in urban centers (United Nations, 2019). In 2019, the regional estimated
HIV prevalence for Greater Accra region was 3.2% with an estimated number of 94,104
people living with HIV (NACP, 2019 ; Ghana AIDS Commission, 2019).
Theories Guiding Study Conceptual Framework
This study draws on three theoretical frameworks: The Social Cognitive Theory
(SCT), Social Construction Theory (SoCT) and Hegemonic Masculinity (HM). The
overarching theory for this study, the Social Cognitive Theory, emphasizes an
interdependent, multidimensional, and multilevel concept of individual behavior (Bandura,
1986). SoCT, HM will be used to theorize intrapersonal and relational factors that affect
behavior. The Social Constructionist Theory posits that gender identity is established
through interaction with one’s culture, in specific gender “roles” which are taught and
learned (Simon & Gagnon, 1986). Hegemonic Masculinity explores important constructs
that influence knowledge, attitudes, and beliefs and how men's portrayal of social
constructed versions of manhood can also have a role in preventing them from uptake of
HIV services (Connell, 1995). These theories include factors within the individual and the
broader social-cultural environment.
Social Cognitive Theory
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Social Cognitive Theory postulates that individuals learn not in formal settings but
also by observing others (Bandura, 1986). Social Cognitive Theory is one of the most
widely used models of sexual transmission risk behaviors and describes a continuous and
dynamic reciprocal process in which socio-environmental factors, personal cognitive
factors, and human behavior apply influence upon each other (Bandura, 1986)
Socio-environmental factors of the SCT describe the influences of environment on
behavior. This theory explains that aspects of perceived and/or physical environment
promote, enable, or prevent a behavior and includes four constructs: observational learning,
normative beliefs, social support, and opportunities and barriers (Bandura, 1986).
Observational learning is how an individual learns a new behavior by observing others and
the consequences of others’ behaviors and the influential role of a role model or peer
(Bandura, 1986). Normative beliefs are cultural norms and beliefs about social
acceptability and perceived prevalence of a behavior (Bandura, 1986). It involves the
perceptions of encouragement and support a person receives from their social networks
(Bandura, 1986).
Personal cognitive factors of the SCT describe an individual’s ability to selfregulate and self-determine behavior to reflect upon and evaluate experience. These factors
are assurance that one can engage in a behavior (self-efficacy), ability to anticipate the
result of a particular behavior patterns (outcome expectations), and level of understanding
about performing a behavior (knowledge) (Bandura, 1986). Behavioral factors of the SCT
describe actions taken by individuals that lead to improved or poor health (Bandura, 1986).
They include an individual’s existing health behavior competences or coping skills
(behavioral skills) (Bandura, 1986).
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In brief, this model posits that individuals go through a cognitive process weighing
the pros and cons of practicing behaviors such as safer sex (e.g., contemplating knowledge
about HIV, expectancies related to social norms or and condoms use) which affects an
individual’s self-efficacy (i.e., confidence in one’s ability to practice safer-sex). Selfefficacy, in turn, becomes a main aspect in deciding whether one will practice safer sex.
Social Construction Theory
Social Construction Theory focuses on the social environment. Developed by
Simon & Gagnon, social constructionism posits that gender identity is established through
interaction with one’s culture, particular gender “roles” which are taught and learned
(Simon & Gagnon, 1986). The gender roles for black males promote images of black males
as “tough guys.” Black male socialization includes hypermasculine sexual roles that
portray men as sexual initiators and aggressors (Whitehead, 1997). Studies of adults and
adolescents highlight social pressures from both men and women that influence men’s
hypersexuality (Bowleg, 2004; Kerrigan et al., 2007). Kerrigan et al.,. (2007) found in their
study of Black teens that male sexual behavior is influenced by their peers as well as by
women who are willing to engage in non-monogamous sex. Seal and Ehrhardt (2003) also
discovered that female partners might question the male’s sexuality when they demonstrate
sexual reluctance or sexual constraint.
Hegemonic Masculinity
Hegemonic masculinity is defined as the ratification of an idealized form of
masculinity “being the real man” in a specific place and time (Connell 1995). Connell
argued that male social power and privilege is shaped and enabled through the construction
of hegemonic masculinity (Connell 1995). This describes the development and
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preservation of a connection of ideas, institutions, and behaviors that create, normalize,
and call for male dominance (Connell 1995). Connell proposes that the power of
hegemonic masculinity is deeply rooted in forms of social activity and warranting that it is
naturally formed and reproduced in routine, every day, social, and corrective practices
(Connell 1995).
Although there can be difference in the particular forms of hegemonic masculinity
depending on time and context, underpinning the concept are the basics of male dominance,
competition, risk-taking, physical strength and emotional toughness that could be conveyed
as violence, stoicism (the endurance of pain or hardship without the display of feelings and
without complaint), and dislike to expressions of weakness, exclusively heterosexual and
frequent sex with multiple partners, and material success (Pattman, 2005).
Research Design
Interpretive Framework
According to Creswell (2016), interpretive qualitative research is used to study
issues that seek to understand the meaning of individuals or group with a social or human
problem. Interpretive constructionist researchers aim to explore shared meanings, but also
identify that each person will interpret the experience in a unique way based on sociocultural influences and prior life experiences (H. J. Rubin & Rubin, 2005). For the
participants, differing or multiple accounts of the same experience can be true at the same
time (H. J. Rubin & Rubin, 2005). Interpretive paradigm is underpinned by interpretation
and observation; hence, to observe is to gather information about events, while to interpret
is to make sense of that information by drawing inferences or by judging the links between
the information and some abstract patterns (Aikenhead, 1997). This framework seeks to

42

understand phenomena through the meanings that individuals assign to them (Deetz,1996).
Reeves and Hedberg (2003) state that the “interpretivist” paradigm emphasizes the need to
put analysis in context and to understand the world from subjective experiences of
individuals. They use meaning-focused methodologies, such as interviewing or participant
observation, which depend on a subjective relationship between the researcher and
participants (Reeves and Hedberg, 2003). Interpretive research does not predefine
dependent and independent variables but concentrates fully on the complexity of human
sense making as the situation occurs (Kaplan and Maxwell, 1994). Interpretive qualitative
research highlights the subjectivity of individual’s behaviors and the individual’s
interpretations are based on their day-to-day experiences that have meaning for them
(Smith & Osborn, 2003). Hence, meanings are not discovered; rather they are constructed
by human beings as they engage in and make sense of their world.
Qualitative Research Approach
The emergence of complex public health issues calls for more comprehensive
approaches for assessing them. A qualitative research approach is chosen for this study
because qualitative methods are remarkably useful in uncovering the meaning about such
complex public health issues. Tolley et al., (2016) described qualitative approaches as help
to fill gaps in the public health toolbox. In qualitative research, the investigator builds a
complex, holistic picture, analyzes words, reports detailed views of informants, and
conducts the study in a natural setting (Creswell, 2016). Qualitative approaches can be used
to uncover perceptions, beliefs, attitudes, lived experiences and culture in a naturalistic
manner and help to provide deeper understanding and meaning to public health issues.
Public health issues such as HIV are deeply entrenched in the social and cultural structure
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of society. Tackling these problems and creating effective interventions requires multilevel
approaches that may be uncovered by utilizing qualitative methods. Qualitative research
permits the researcher to investigate the social realities and meanings of study participants
from a holistic view. This study utilized qualitative research approaches to examine socioenvironmental, behavioral, and cognitive factors influencing high-risk sexual behaviors
and HIV prevention among heterosexual males aged 18 years and above who were born in
Ghana.
`

This study is an exploratory inquiry using general qualitative descriptive

approaches and Interpretive Phenomenology Analysis (IPA) techniques. IPA allows the
researcher to reflect on the subjective nature of reality, thus illustrating each participant’s
point of view of the phenomena while sustaining the uniqueness and validity of the
person’s experiences (Smith & Osborn, 2003). This phenomenological research approach
has been chosen to focus on the experience of the participants to understand the essence or
the phenomena of the lived experience. According to Smith and Osborn (2003), IPA
permits the researcher to attain an insider’s perspective of the participant’s world through
interpretative activity. Interpretative activity includes two key processes, (a) the
participants making sense of their experiences or world, and (b) the researcher trying to
understand the meaning of the participant’s ability to make sense (Smith & Osborn, 2003).
This interpretative process is also called double hermeneutics.
Sampling
IPA suggests that the number of participants selected for a study should be small
with a suggested size of 1-10 participants (Denzin & Lincoln, 2005 Reid, Flowers, &
Larkin, 2005). Therefore, no more than 5 people will be recruited in the same district.
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Participants in a purposeful sample are those who have personal experience with the topic
being studied, the willingness to be participants, and a great level of commitment (Smith
& Osborn, 2003). Inclusion criteria for participation in this study were:
(a) 18 years or older
(b) male
(c) born in Ghana
(d) has had unprotected sex
(e) speaks English
(f) has at least a junior high school education
For this study, the exclusion criteria consisted of anyone who did not meet the inclusion
criteria.
Participant Recruitment
Participants were recruited through pre-established key contacts and organizations
such as churches, mosque, HIV related and youth organizations. A virtual recruitment flyer
(Appendix 1) was utilized for recruitment through social media platforms as well as a
snowballing technique (Creswell, 2016) with participants recommending other people to
the researcher
Preliminary Screening
Once initial contact was made with participants, the researcher conducted a preinterview using a prescreening form to determine if the participants met the inclusion
criteria (See Appendix 2). The researcher assessed participants’ commitment and
established rapport. Once established that the participant met the criteria, an appointment
to conduct an in-person interview was scheduled.
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Data Collection Procedures
Audio recordings of participants’ interviews were made to ensure complete and
accurate data for analysis. Tape recording interviews also allowed rapport to be established
with participants and ensure all nuances are captured (Smith & Osborn, 2003) hence study
interviews were audio recorded. A socio-demographic questionnaire was used to collect
attributes such as age, gender, highest educational level, employment status, wealth status,
HIV testing habits and ethnicity from participants (See Appendix 3). A semi structured
interview guide was utilized in this study to generate data from the participants (See
Appendix 4). Semi structured interviews with their open-ended questions help the
researcher understand the lived experience of the participant (Creswell, 2007). Smith &
Osborn (2003) explain semi-structured interviews are appropriate for studies like this
because they engage in a dialogue whereby initial questions are modified in the light of the
participants responses and the researcher is able to probe interesting and important areas
which arise. Interviews offer more thorough information of the participants’ experiences
and opinions of a particular topic (Turner, 2010) and Smith and Osborn (2003) suggest
when utilizing semi-structured interview questions, the researcher should use the questions
as a guide to establish rapport with the participants, to probe to produce richer data (Smith
& Osborn, 2003). A reflective journal was maintained to record thoughts, feelings,
reactions, and assumptions during interviews (See Appendix 5). Data was collected until
saturation (Saunders at al., 2018) was reached on all identified factors influencing highrisk sexual behavior and factors that limit the use of HIV prevention strategies among men
in Ghana.

46

Data Analysis
Audio recorded interviews were transcribed verbatim and managed using Dedoose
®

qualitative software. IPA is primarily idiographic therefore it is committed to the detailed

analysis of a phenomenon under investigation. IPA enables the researcher to take great care
of each case and offer detailed analysis, valuing each case on its own merits prior to moving
to the general cross-case analysis for convergence and divergence between cases. (Smith
& Osborn, 2003; Smith, et al., 2009).The following approach described by IPA will be
used to analyze the data:
1) The first step of an IPA analysis suggests the researcher immerses themselves
in the data collected from the first transcript by reading and re-reading the
interview transcripts to make sure the participants are the central point of the
analysis (Smith et al., 2009).
2) The next step assesses the content and language on an exploratory level (Smith
et al., 2009). At this point the researcher keeps an open mind and notes anything
of interest within the transcript. During this step, Smith et al.,. (2009)
recommends three different processes that include: a) Descriptive comments
that focus on illustrating the content of what the participants have said—the
subject of the talk within the transcript b) Linguistic comments that focus on
investigating the specific use of language by the participants c) Conceptual
comments that focus on engaging at a more conceptual and interrogative level.
3) Creating emerging themes includes reflecting on the participant’s words and
the researcher’s interpretation. This is achieved by focusing on distinct
segments of the transcript, breaking up the flow of the transcript, and
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transforming the data into succinct phrases to obtain the essential quality of the
theme chronologically (Smith et al., 2009).
4) IPA suggests that once a set of themes has been established within the transcript
and organized chronologically, it is important to map how the themes fit
together and to highlight the important parts of the participant’s words (Smith
& Osborn, 2003; Smith, et al., 2009). Connections across the emerging themes
are observed to answer the research questions and determine what themes will
be included or discarded (Smith & Osborn, 2003; Smith, et al., 2009). When
searching for connections across emergent themes during the process of
analysis, IPA suggests that the researcher uses abstraction to look for patterns
and connections of themes. Abstraction is defined as a process in which
different parts of the data are transferred to a higher logical level, demonstrating
a type of classification or pattern (Patton, 2015).
5) For the purposes of this study, a case refers to each participant’s interview
transcripts. This step includes moving to the next participant’s case and
repeating steps 1-4. It is vital for researchers to note the likelihood of new
themes emerging as new data is analyzed and to consider the new data on its
own terms (Smith & Osborn, 2003; Smith, et al., 2009).
6) Once the data analysis has been completed for all cases, patterns are identified
across cases and a table created to capture themes that most strongly embody
the participants relationship to the phenomenon being studied. Smith et al.,.
(2009) recommend answering the following questions to make sure patterns are
captured across cases: a) What relationships are there across cases? b) How
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does a theme in one case help explain a different case? c) Which themes are the
most compelling? Once these questions have been answered, the themes are
defined to reach a conclusion. The conclusion considers the experiences as told
by the research participants to help create a greater understanding of factors that
influence high-risk sexual behavior among men in Ghana.
Strategies for Ensuring Trustworthiness
Trustworthiness as suggested by Lincoln and Guba (1985) is the symbol of rigor in
qualitative research. Streubert and Carpenter (1999) states that methodological rigor in
qualitative research can be shown by the researcher’s “attention to and confirmation of
information discovery”. Rigor in qualitative research aims to ensure an accurate depiction
of the participant’s experiences. Lincoln and Guba (1985) describe rigor in qualitative
research as: 1) credibility; 2) dependability; 3) transferability and 4) confirmability.
Lincoln and Guba (1985) also recommend that when standards of credibility, dependability
and transferability are met, the fourth standard of confirmability is also met, and the
research is deemed trustworthy. Credibility in qualitative research implies confidence in
the data (Polit and Hungler, 1995). According to Sandelowski (1986), a study is credible
when its results create a reliable description of the participant’s experience in a way that
they can identify it as their own. Credibility in this study was achieved via qualitative
interviewing, using data from different sources, journaling personal reactions and thoughts
during the data collection, and engaging with participants to build rapport before beginning
each interview. In addition, credibility was achieved when the researcher engaged
participants until data saturation occur, asking clarification, reflective and explorative open
ended questions. Before interviews, the researcher spent some time engaging in general
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talk to create rapport with each participant. The researcher and another member of the study
team participated in intercoder reliability assessments in the Dedoose qualitative software
during the analysis process to ensure credibility. In addition to credibility, this study also
worked towards dependability. The two team members will separately code transcripts in
the Dedoose software and intercoder reliability was calculated using the kappa score of
0.8.
Dependability is another standard for methodological rigor. It refers to the consistency
and stability of findings over various circumstances and over time (Lincoln & Guba, 1985).
To be dependable, results must be auditable (Lincoln & Guba, 1985). To attain
dependability in this study, the researcher kept an audit trail from the start to the end of the
study that another researcher can understand events and conclusions that were made
(Sandelowski, 1986). The researcher kept memos, transcripts, inferences and shared
conclusions with dissertation chair and committee members. Beside dependability,
transferability was also put in place for this study.
Transferability refers to the extent to which qualitative findings will be applicable
to other contexts and populations (Lincoln & Guba, 1985). The researcher cannot indicate
how transferable the findings are to other settings and populations, prospective users of the
findings will decide if the findings are (Lincoln & Guba, 1985; Sandelowski, 1986). In this
study, transferability was addressed by the researcher by providing a detailed description
of the research context, assumptions key to the study, an auditable trail of the process as
well as clear descriptions of participants’ experiences. The researcher also provided rich
descriptive data of the participant demographic attributes. Moreover, in addition to
transferability, confirmability will be put in place for this study for rigor.
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Confirmability refers to the extent to which the findings can be confirmed by others.
The researcher recorded all the procedural activities from reflexive journal entries,
methodological decisions, data analysis processes to the final description of the questions
being explored. In following the four standards of credibility, dependability, transferability
and confirmability, the researcher upholds trustworthiness of this study.
In addition, a member checking was conducted to increase study credibility. This
qualitative technique was be done by sharing brief deidentified summary of the study
findings with research participants to ensure that the final result reflects participants'
experiences. The researcher invited three interviewees individually to review the brief
deidentified summary findings, clarify answers to interview questions, and allowed for
interviewees to resolve possible incomplete information. Participation was dependent on
the initial consent.
Researchers Positionality and Reflexivity
Positionality
The researcher approaches this study with several positionalities. She considers
herself as an “outsider” because she is not an adult male residing in Ghana. She is also
approaching this research as an “outsider” because as a young woman, her preconceptions
about the world of men have been mostly gained from literature around the subject, created
from information from the men themselves and does not have experience of the factors
influencing behaviors of men. Instead, she has similarities with the study population that
may make her close to an “insider.” She is a Ghanaian woman who spent her formative
years living in Greater Accra, and therefore may understand some of the potential factors
associated with risk taking in the cultural context. The researcher is aware of the
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peculiarities of living in the USA and being a doctoral candidate that may make the study
population view her as an outsider. The researcher conscientiously respected all the morals
and values of adult heterosexual Ghanaian men even if they are different from hers.
Additionally, to troubleshoot and minimize concerns about being an outsider, the
researcher partnered with community organizations and stakeholders who are trusted by
participants to cultivate trust and reflect on her position before, during, and after the study.
Reflexivity
Reflexivity is vital when conducting a qualitative research. Reflexivity allows
researchers to position themselves and be cognizant of biases, values, and experiences they
may bring into their study. Creswell and Poth (2016) suggest that researchers engage in
reflexivity in two ways, 1) discussing their own experiences and 2) how these experiences
inform the researcher’s interpretation of the phenomenon. Reflexivity is a continuous
process that allows researchers to build and convey their positionality throughout all stages
of the study, using reflective memos, journal, and field notes during participant interviews
(Finlay, 2012). Memo writing was be used to record the research experience,
interpretations, and positions of the data while observational field notes was utilized to
record events heard or seen during the interview, interpretations of the interview, selfreflection, self-critique, and early hunches of interviews (Clarke, Friese, & Washburn,
2015).
Ethical Considerations
Management of the data
The data was stored and managed in a secure and safe manner. Pseudo names was
used instead of names for identifying the data. Each participant was assigned a separate
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file for eligibility checklist, interview guide, demographic survey, transcript, debriefing
notes interview audio files, and researcher log that was stored electronically on a University
of Louisville restricted-access server. The informed consent was be stored separately from
study files since it contains identifiers. Demographic information was collected via
electronic survey instrument using REDCap data management software. Transcripts were
managed in the Dedoose qualitative data a management software. All software were
downloaded and stored on a password protected research computer accessible by the study
team. Audio files were downloaded from the recorder to the secure computer, the files were
deleted from the recorder. The researcher ensured that pseudonyms were used to protect
the confidentiality of research data.
Protection of Human Subjects
IRB for this study was sort from the University of Louisville and the University of
Ghana. Participants were provided with refreshments equivalent to $5 (approximately 30
Ghana Cedis) as compensation for their time.
Obtaining Consent
Participants recruited for this study were provided with a study description and a
consent form prior to data collection. After reading the consent form, participants who wish
to participate in the study provided electronic consent using REDcap which allows
participants to provide thumbprint signatures. The researcher provided participants with an
internet powered tablet using a wireless Wi-Fi device for the electronic signature process.
A copy of the signed consent form was emailed to the participants who wish to have copies.
This required participants to provide their email and the researcher to download the signed
consent form and securely send it to participants using the email feature in REDcap.
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Participants were given the option to discontinue their participation in the study anytime
by informing the researcher without having to provide any reason. Data obtained from
participants prior to withdrawal were retained within the study.
Risk and Benefit Assessment
There were no major risks for participating in the study. However, there may be a
possible risk of loss of confidentiality. To mitigate such risk, all identifying information
were coded. Only the study team had access to the data. Participants may not benefit
directly from this study, but findings will inform potential stakeholders such as the Ghana
Health Services and Ghana AIDS Commission to inform their work in the fight to reduce
the burden of HIV in Ghana.
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RESULTS
This chapter presents the findings in relation to the objectives of the study. It begins
with the demographic characteristics of study participants, followed by a profile of HIV
knowledge of study participants. This chapter also presents information on status and time
of last HIV testing among participants. Other sections of this chapter include formative
experiences that inform masculinity, socioenvironmental factors influencing HIV high-risk
sexual behaviors and factors limiting access and use of HIV prevention among study
participants.
Demographic Characteristics of Study Participants
Fifteen (15) individuals participated in this study. Among the participants who were
sampled, 27% were aged 18 to 24 years, 33% were 25 to 31 years, 20% were 32 to 39 years
and 20% were over 40 years old. Fifty four percent (54%) of study participants reported
their ethnicity as Akan, 20% as Ewe, 13% as Fante and13% as Ga. Among the participants,
73% were single and 22% were married. Majority (54%) of study participants reported
having a bachelor’s degree, 13% had a graduate degree, 13% has some university
experience, 13 % had a high school degree and 7% a junior high school degree. Participants
mainly reported Christianity as their religion (93%). Wealth status was measured based on
housing type and ownership of property. Just over half (53%) of participants indicated that
they were renting, 40% were homeowners and 7% were staying with family. Most (57%)
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of participants reported ownership of property while 43 % did not own property. Among
participants who owned property, 12% reported value under 29,999 Ghana Cedis (GHC),
50 % from GHC30,000 to GHC99,999 and 38% GHC100,000 and above. (Table 2).
Table 2. 1: Demographic Characteristics of Study Participants
Demographic Characteristics
N=15

Percentage (%)
Age (Years)

18-24
25-31
32-39
Over 40

27
33
20
20
Ethnicity

Akan/Ashanti
Ewe
Fante
Ga

54
20
13
13
Marital Status

Single
Married

73
27
Education Level

Junior High School
Senior High School
Some University
University Graduate (First degree)
University Graduate (Masters/PhD)

7
13
13
54
13
Religion

Christian
Other (Non-religious)

93
7
Wealth Status

Housing Type
Rent
Own
Other (Staying with family)
Ownership of Property/ Value of Property (Ghana Cedis)
Own Property
Under 29,999
30,000 - 99,999
100,000 and above
Do Not Own Property
56

53
40
7
57
12
50
38
43

HIV Knowledge of Study Participants
All study participants indicated that they have heard of HIV/AIDS. Majority of
participants (86%) were aware that people reduce their chance of getting HIV by having
just one uninfected sex partner who has no other sex partners. Majority (93%) participants
were aware that people do not get HIV from mosquito bites and that it is possible for a
healthy-looking person to have HIV. Lastly, 87% of participants indicated that people
cannot get HIV by sharing food with a person who has HIV (Table).
Table 3. 1: HIV Knowledge of Study Participants
Have you ever heard of HIV/AIDS?
Can people reduce their chance of getting HIV
by having just one uninfected sex partner who
has no other sex partners?
Can people get HIV from mosquito bites?
Is it possible for a healthy-looking person to
have HIV?
Can people get HIV by sharing food with a
person who has HIV?
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No (%)
0

Yes (%)
100

I don’t know (%)
0

14

86

0

93
0

7
93

0
7

87

13

0

HIV Testing among Study Participants
Majority of participants (60%) reported that they knew their HIV status (Figure
2.1) yet only 33% had been tested in the last six months. Another 33% were tested over six
months ago and 27% had never take an HIV test (Figure 3.1).
Figure 3. 1 HIV knowledge percentage
Do you know your HIV status?

40%

Yes
No

60%

Figure 4. 1 Time at last HIV test
When was the last time you got tested?

33%

Never Tested

27%

Over a year
Over six months ago

7%

Under six months ago

33%
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Defining Masculinity in the Ghanian Context
Participants defined being masculine in Ghana three different ways. They defined
masculinity in terms of physical features, responsibility and emotional. When masculinity
was defined based on physical features, one participant said,
“someone who has masculine features and a male reproductive organ.... being
masculine means you have to have [a] masculine look, heavy voice, be strong
physically.” (Kwamina, Fante, 37 years)
Etse, a 28-year-old participant from the Ewe tribe described how he was not considered
masculine because he didn’t ascribe to the recognized standards. He stated,
“they always had an issue because they felt I didn’t walk and talk like a man, and
my voice never broke. My voice hasn’t broken. It’s deeper now than it used to be.
They always said talk like a man, stand, speak like a soldier, and command
presence in a certain kind of way. And so, to have a soft voice, speak slowly and all
of that it didn’t really cut out when it comes to who a man should be and what they
feel or what they think a man should speak like or what he feels a man should sound
like, for walking, you should walk with your legs apart.” (Etse,28 years, Ewe)
Participants also attributed masculinity to responsibility. Most participants related
being masculine to being married, having children and being able to fend for the family.
Nii, a 33-year-old Ga participant who resides in Accra expressed it like this,
“at a particular age, you are expected to get married and for the culture, people
expect a man to get married to a woman.” (Nii, 33 years, Ga)
Kafui, a 54-year-old participant also said,
“a man is somebody who is married and has responsibility by taking care of the
wife and children and has work and at the end of the work, gets an income to take
care of the house. Maybe through selling or through working in an organization
and at the end of the month receives salary to cater for the family’s upkeep. And
also, he’s somebody who makes sure that he takes very good care of the wife and
the children and make sure they go through a very good school education, so they
also upgrade themselves with whatever is going on around.” (Kafui, 54 years,
Ewe, Married)
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Participants also discussed masculinity as being questioned if you are not married at a
particular age. Thirty-three-year-old Nii stated,
“at a point when you are not married, they will ask you why, are you gay.” (Nii, 33 years,
Ga)
Masculinity was defined based on emotions. Participants discussed that they are socialized
not to show vulnerability or fear. Etse said,
“you must be strong physically and mentally, not express any form of emotion
whatsoever except anger of course; anger and rage. And should want to be in the
lead almost all the time. I think that about wraps it up. very stereotypical like a man
is supposed to be in a certain way.” (Etse,28 years, Ewe)
This discourse, most participants expressed was challenging as a man. Barima, a 28-yearold Akan participant stated,
“Well, with me it wasn’t that easy because there are things I would have loved to
have shared with others and all that but because you are a man, they think you are
supposed to endure pain and withstand certain things. Meanwhile, we should be
considered to be vulnerable. But because there’s this perception that men can
withstand pain, men are able to fight things on their own, they are sort of more
independent. So, even if you need help or you need assistance, because of that
perception you’d like to keep things to yourself, not even share it with anyone or
not even seek for advice and all that.” (Barima, 28 years , Akan)
Participants discussed being aggressive, a risk taker and the stronger gender as part of
being masculine. Nii stated
“you are considered a man if you are aggressive, they see you like you have two,
three girls. You are having sex, when they are talking, you take in alcohol.” (Nii,
33 years, Ga)
In addition to how masculinity was defined, participants also discussed formative
experience that informed their masculinity.
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Formative Experiences Informing Masculinity
Formative experiences that influence masculinity among participants were
described

in

three

categories.

The

categories

were

individual,

family

and

community/societal factors.
Individual Level
Most participants discussed body changes as part of their formative experiences
shaping masculinity. Participants discussed the biological changes they experienced and
how that informed their realization of manhood.
“I remember when I was in J.H.S 1, I think by then I was eleven or twelve years,
you know my voice how that, you know that adolescent voice breaking and all that.
I realized my voice was now broken it was changed, I was talking deeply, and also,
I saw some pubic hair growing in my armpit, my private part and all that” (Fiifii,
41 years, Fante, Married).
Some participants also attested that they realized they were male at an early age because
they were treated differently from their female counterparts. Oppong, a 40-year-old Akan
participant shared:
“you grow up and you start realizing that you are different from the other person.
You are able to identify a girl and you are able to identify a boy at a very early age.
I believe that was when I came to that realization to differentiate between the sexes.
I would say pretty every early on in life. I went to boarding school and all the boys
are at one end and all the girls are at another house and at least that distinction
would let you know that you are not of the same gender. So, I would say, on an
average that was when I realized I was a man.” (Oppong, 40 years, Akan, Married)
Most participants discussed wet dreams as part of their formative years. Kwakye, 20-yearold Akan participant stated,
“after waking up from sleep, you feel like you are wet. That’s what I know when
you are growing up as a man.” (Kwakye, 20 years, Akan)
Some participants reported they experienced wet dreams in their youth and others as young
adults.
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“You experience hormonal changes from 18, 19. That is when you feel that
something is happening within the body When you sleep and wake up and see you
have an erection, then you realize you are becoming a man. Then from time to time
as you see girls around you begin to feel tempted” (Kafui, 54 years, Ewe, Married).
Nii who experienced this in his youth also explained how this influenced his masculinity.
“I would say at age 16 when I had a wet dream. I didn’t even know what it was.
Then I got to know that this is what makes you a man. Then there are instances
when they will say in the local dialect that you are now matured, so when they tell
you that you are grown now, you want to know what grown mean and you ask more
information about that and they say you are a man and when you have sex with
someone, you could get the person pregnant”. (Nii, 33 years, Ga)
In addition to wet dreams, some participants discussed the urge to have sex for the first
time as a formative experience that informed masculinity.
“I was watching a movie or something like that. So, a man and a woman, they were
kissing. I felt some way within; that kind of feeling where you also wish you would
practice that. That’s my first experience and I realized that charley it’s like
something in me is telling me that this is what a man can do’’(Fiifii, 41 years, Fante,
Married).
Besides the individual level formative experience that informed masculinity, participants
described how family influenced formative experience shaping their masculinity.

Family Level
Participants spoke about the influence of family as part of their formative
experiences shaping their masculinity. This they described in three different categories:
gender roles, family expectations, and paternal influences.
Gender Roles
Participants explained how gender roles played a part in their upbringing. They
expressed that different things were expected of them compared to their sisters such as that
they would be responsible to take care of younger siblings and their mother.
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“because you are a boy, they expect you to work hard so that you can become a
better person in future so you can take care of your junior sisters and your mum as
well (Oppong, 40 years, Akan, Married )”.
Participants also explained gender roles in relation to household chores.
“growing up we were told what to do especially when it came to chores at home.
The general perception was that men do not belong to the kitchen. It is the women
who belong to the kitchen”( Kwakye, 20 years, Akan).
Many participants also attributed playing sports in relation to gender roles on masculine
formative years.
“growing up as a man, you were always expected to do specific things that is, a
young men growing up is known to be playing sports and things that boys should
do per the social norms. So, things like playing football. So immediately you switch
to the other things, which is doing the opposite of what I have said, then you are
considered to be acting like a woman. (Kweku, 24 years, Akan)”.
In addition to gender roles, participants explained how other family expectations
influenced their formative experiences.

Family Expectation
The expectation of marriage had an influence on formative experiences for
participants. Participants explained that family expected you to be married at a certain age
or have a girlfriend. Boateng, a 26-year-old participant shared,
“at a particular age like 18 or 19, they expect you to get a girlfriend. So, when they
don’t see that, they are like “who is your girlfriend?” and then when you show
them your girlfriend they ask, “so when are you getting married?” (Boateng, 26
years, Akan)
Participants discussed both maternal and paternal influence in their formative experience
however, paternal influences had a significant impact.
Participants described not having a close bond with their fathers compared to their
mothers. They discussed strict relationships with their fathers and as part of their formative
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experience, they were conditioned by paternal influences on responsibility and ascribe to
certain standards of masculinity.
“My dad was always the supreme lord of the house. If there’s anything like that.
His words are law and everybody has to obey whatever my dad has said because
he is the ‘man of the house.’ We didn’t really have a good relationship growing up
because I questioned a lot of the things that he did. We just had a “how are you?
How are you doing? How is school?” we didn’t have a very intimate relationship”
(Etse,28 years, Ewe).
Several participants described family expectations as being able to follow the leads of their
father.
“So, with my family, as I said we were growing in the footsteps of our dad who is
particular about education. At least you should get a minimum of secondary school,
from there we all sort of got gingered towards the whole masculinity thing, because
we are looking up to him and he has achieved a lot. So, we also have to follow him
and learn how he did it.” (Boateng, 26 years, Akan)
Ofori, a 29-year-old participant echoed the same sentiments and expressed it as tough. He
said,
“It’s not being easy. There is a saying, that if you are born a man, you have a lot
of responsibilities. So being born a man in Ghana, you are brought up under strict
principles. Mostly if you come from a strong family background. Your dad
especially will be strong on you and you turn to mimic your father, most of the
things he does. That’s what guides you and you grow up in that line.” (Ofori, 29
years, Akan()
Kweku also explained paternal influence as difficult. He said,
“So, growing up as a man, it was quite difficult because, I was reserved and so my
dad used to think, being indoors and quiet and not seeing female friends coming
around you was a wrong move on my side ….because, my boys, boys were always
visiting and will come and call me at home and my dad was always seeing boys.
So, there was a time he got angry at me and he was like, “what’s wrong with you,
are you gay? You only have boys coming to visit you. Why, aren’t there girls in this
neighborhood or your school?” So, I got angry because during that period, to be
seen acting like a girl was a big deal in the society”. (Kweku, 24 years, Akan)
Beside family, societal level influences played a role in the formation of masculinity among
participants.
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Societal Level
Participants discussed the influences of media on the formation of masculinity.
They described how media reinforced facets of masculinity including definition of
masculinity as well as individual and family influences. They discussed men being
portrayed as physically strong, authoritative, the superior gender, and conditioned to not
show fear.
“men were portrayed as 6 feet, has a beard has a deep voice and is somewhat
muscular. Can decide to walk bare chest around town and nobody can question
him. Has a very authoritative look. Most of the time has the final say in the house.
And everybody is supposed to be scared of him. That’s what I found most of the
time when you saw male characters even in arts. Or like you found male characters
out there as leaders, in charge and all of that.” (Etse,28 years, Ewe).
Participants also described media’s reinforcement of responsibility as an aspect of defining
masculinity.
“men are seen to be the head. In Africa, the men are the ones that are supposed to
lead in everything not the women. Even in our political system, the women are very
small. Their number is very small. They think the man can think or have more
knowledge than the woman but it’s not the same”(Boateng, 26 years, Akan).
They also described media’s influence on reinforcing men as the superior gender.
“most at times, the frontliners were always the ones occupying the higher positions
in media. If it’s a lady then it is perceived she should have supporting team
members which includes a lot of men to push her to that position. Men were
portrayed as the main figures to occupy such positions. This makes you think you
have to get there before you will be considered as a man”( Ofori, 29 years, Akan).
Participants discussed media portrayal of men in a negative light as a factor on their
formative years. One participants stated
“Ok, so growing up there were several instances in media that men are seen to be
violent because today a man butchers the wife, the next day… men are engaged in
armed robbery and all that. And then there were holy men as well. But then most
of the things that are reported in the media are these negative stuffs” (Barima, 28
years , Akan).
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Participants descried media’s influence on reinforcing men being conditioned not to show
fear and its influence on their mental health. One participant stated,
“the media portrayed men in a typical African masculine, macho kind of light. So,
a man is supposed to be physical, masculine, strong. There are some things that a
man should not do. You shouldn’t show weakness. You shouldn’t express emotions.
There is a saying in Akan that “obarima ensu (a man doesn’t cry).” No matter how
pressed you are or emotional trauma that you are in, you shouldn’t cry and once
you cry, it shows that you are not being manly. So, you grow up and then you realize
that some of these things are not actual facts or some of the things you grow up
listening to or seeing or hearing do not necessarily have to be what they are”(
Oppong, 40 years, Akan, Married).

Several participants also discussed that though the media portrayed masculinity in the
above mentioned, it did not influence them in a negative way.
“Well, with that, it didn’t really influence my sexual behavior in any way, because
growing up, I had tuned my mind in a particular way. I didn’t copy everything
blindly because I knew what I was for so then I didn’t go for that. Because it got to
a point in my early stages around 18 years, I was even working in the media. But
the way of life they had didn’t have an influence on my sexual life at all”( Nunoo,
35 years, Ga).
In addition to discussing formative experiences that informed masculinity, participants
described socioenvironmental factors influencing HIV high-risk sexual behaviors.
Socio-Environmental Factors
Participants described socio-environmental factors influencing HIV high-risk
sexual behaviors. These factors included masculine socialization and masculine norms
Masculine Socialization
Participants described aspect of their upbringing that influenced high-risk sexual
behavior. This included media and observational learning/influence from their fathers.
Participants described media’s influence and sexual risk taking. They described how
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images they saw of men during their formative years influenced their curiosity as well as
decisions to partake in risky sexual activity. Barima described,
“so, I actually got access to the internet at a very young age and then there are
certain sites that friends and colleagues introduced me to which while searching
for an information, you realize that there are these images that wants you to visit
certain sites and all that. And then other pop-up images also come, they show up
which also reveal the nudity of the opposite sex. It kind of had an indirect influence
on me in terms of curiosity when these pop-up adverts and images show up.”
(Barima, 28 years , Akan)
Some participants described how media played a part in influencing multiple partnerships.
One participant stated
“I think that media has to do with the things you are exposed to – the media we are
exposed to. Let’s say movies, they might portray one guy to be such a bad ass or
something like having all these women and other things. So, you think if someone
like that appears in real life, you want to be like them. The way they see the person
in the movie, that’s how they see they want to be in real life” (Addo, 20 years,
Akan).
Participants also described media influence on power dynamics when it comes to women.
They described how media’s portraying of men, made them feel everything depends on a
man and to see women as less than them, which had implications for sexual negotiation.
Etse described media as pushing a patriarchal narrative. He stated,
“I would say media in general continue to push a certain patriarchal narrative that
it’s a man’s world in a certain light. If there has to be a conquest in that issue, it
has to be the man’s conquest of the woman.” (Etse,28 years, Ewe)
Other participants explained further how media has an influence on women and power.
They described media portrayal of women as being less than them and how men have to
lead in all aspects hence it has led them to feel the need to exude power including sex One
participant explained,
“Well, the way media portrayed men made me feel like women are the lesser half
and men always have to be the head and all that including sex. Even whiles in
school even after a test and a lady scores a higher mark than me, I feel offended.
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Because I should have performed better than the lady. That had been my whole
mentality until I started university” (Addo, 20 years, Akan).
In addition to media’s influence, several participants described that seeing their fathers and
other fatherly figures have extra marital affairs, multiple women sexual partners as an
influence on high-risk sexual activity. Oppong explained,
“so, growing up, a young guy realizes that his dad has actually impregnated or is
married to multiple women – three or four women. So, if he wants to go in for a
lady or someone he wants to settle down with or be with, he sees it as that attitude
of having three or four wives as the right thing… that guy will not go in for just a
lady. That guy will like to have multiple. …like your dad had four and you are going
in for one, it doesn’t make you man enough. You also go in for four or three ..you
actually see yourself to have arrived and actually attaining the man status..”
(Oppong, 40 years, Akan, Married)
Additionally, participants described the influence of masculine norms on high-risk sexual
behavior.
Societal Norms for Masculinity
Participants discussed various masculine norms and how they influence high-risk
sexual behavior. Masculine norms were categorized as uncontrollable sex drive, capacity
to perform and power over others.
Uncontrollable Sex Drive
Many participants discussed that men have a high sex drive. Nii explained that men
always want to have sex and the urge for sex is the first thing that comes to his mind most
of the time when he sees a lady he is interested in. He also described that
“men can just be there and then say that ah I just want to have sex.” (Nii, 33 years,
Ga)
Kofi, a 19-year-old participant also described his urge to have sex even during
conversations with his partner. He stated,
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“You talk to your partner about the styles you want to do. You kiss and then boom
the thing catch fire.” (Kofi, 19 years, Akan)
Participants discussed how sex drive contributes to their decision regarding their sexual
behavior. Most of them described societal norms and how men always want to have sex as
a key role in engaging in high-risk sexual behavior. Ofori stated,
“I think it plays a key role in that, as and when those thoughts come around
especially the guys, you find it difficult to do other stuff. Sometimes when it comes
to you unless you carry it out, you are not able to think straight.” (Ofori, 29 years,
Akan)
Participants described that uncontrollable sex drive was also dependent on age.
One participant explained.
“So, it’s like sex drive growing up, in the early stages, it was something that will
push me so much. The urge was strong growing up. While I was young, it pushed
me to have two partners.” Participants described uncontrollable sex drive in
relations to multiple sexual partners and condom use (Nunoo, 35 years, Ga).
Several participants described condom use as the last thing on his mind when
uncontrollable sex drive set in. Below is our conversation with Addo providing insight on
the issue.
Addo: Because when you are in the mood for sex, I don’t think you would start
thinking about things like condoms and protection. That’s what influences me
because when you are ready and you have the right person, you don’t have a second
thought for such things.
Interviewer: Who is the right person?
Addo: Any female who is okay with having sex with you.
Participants also described uncontrollable sex drive as biological and among married
participants this biological trait urged them to have multiple sexual partners. One
participant explained,
“I think it’s biological. It’s with every man because almost every man I have
engaged, they have it. It is there…even after having sex with your wife, you come
out and maybe you are driving and this unusual appetite or desire to have sex just
comes on you and you are like…but I just had sex not up to a few hours ago… so
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what is happening? …sex drive can cause you to misbehave”( Fiifii, 41 years,
Fante, Married).
Besides uncontrollable sex drive, participants explained capacity to perform sexually and
its influence on high-risk sexual behavior.
Capacity to Perform Sexually
Participants discussed capacity to perform sexually and its influence on high-risk
sexual behavior. Most participants described capacity to perform as how many rounds of
sex you can have. Nii explained,
“Most of the girls will be like, if you go for one round, they are like “a real man
should be able to go two or three rounds.” (Nii, 33 years, Ga)
Others also described capacity to perform as how good you are in bed. Kweku who is Akan
but grew up in a Ga community described this concept from the perceptive of the Ga tribe.
He stated,
“sexual performance also counts. For instance, in the Ga community, you happen
to hear things like that this man can really hit hard when it comes to sex so any girl
he calls runs to him.” (Kweku, 24 years, Akan)
Participants further discussed capacity to perform and its influence on condom use and
sexual relations with multiple women.
Many participants described condom use to prolong sexual performance and
prevent early ejaculation. They explained that condoms are used to prove that they are
strong to their female partners. One participants attested,
“When you are using a condom, you keep long in coming so you either have to stay
long …But when you are having raw sex because there is so much feeling, within
two or three minutes, you come…..So, when you come in the next one minute, the
lady will be like “are you not a man. Why did you have an orgasm so quickly?”
they try to measure you with that to be like a man” (Kwakye, 20 years, Akan).
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Several participants also explained using condoms to prove they are strong during sex as a
first thought sometimes and not for protection. One participant explained,
“if I intend proving my strength to the lady, I’m likely to use the condom because
I might not cum and that will make me stay long. There have been instances where
genuinely I used it because I wanted to prove a point and not for protection. I
wanted to show that, “yes, I’m strong (Barima, 28 years , Akan).”
Though many participants described condom use to prolong sexual performance a few
participants described condoms to not play a role in capacity to perform. Participants
described it as a state of mind to ejaculate early instead of condom use. One participants
stated,
“that depends on you. When having sex, you don’t put your mind to it a lot else you
would ejaculate early. So, that has nothing to do with condom use.” (Nii, 33 years,
Ga)
In addition to condom use, participants described capacity to perform and its potential
influence on multiple sexual partners.
Several participants explained that being good in bed prompted them to have more
sex with other partners. Kwakye described that receiving feedback empowers him to have
sex with more women. Below is our conversation explaining his insight.
Kwakye: I get positive feedback about being able to perform in bed
Interviewer: How does that influence your behavior?
Kwakye: It even pushes you to do more because the girls are saying you are good
in bed. So, it pushes you
Interviewer: Does it make you want to have multiple girls?
Kwakye: Yeah (Kwakye, 20 years, Akan)
Married participants discussed capacity to perform and multiple sexual partnerships. Fiifii
explained,
“If you are not careful and your wife tells you that you are not performing, if care
is not taken you might want to try someone else just to see if what your wife is true
or not.” (Fiifii, 41 years, Fante, Married)
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Some participants discussed that since there is emphasis to perform very well during sex
to prove their masculinity, there is pressure sometimes to use performance enhancing drugs
or alternatives to perform well. Kweku stated,
“So, there was this guy on snapchat who was posting this whole penis enhancement
medicine. I know him and he dm’ed me. I was known to have lots of girls around
me. So, he said, “so with all the girls that are around you, I hope you are truly
satisfying them because it looks to me as if you are losing all of them…. one day I
would be there and it [my penis] will start shrinking so the medicine can help me
go long. So, he was just introducing that thing to me and he was like “buy some
and try it on one of your girls.” (Kweku, 24 years, Akan)
Along with capacity to perform, participants discussed power over others and its influence
on high-risk sexual behavior.

Power over Others
Participants described power over others as establishing a good sexual report card
with their peers through conversations and societal influence on having multiple sexual
partners. Participants discussed reasons and influence for the preceding concepts.
Many participants attested to discussing their sexual experience with their peers as
part succoring to the norm of building a sexual report card. Participants explained that
aside from soccer there was nothing else to talk about except sex because they barely
gossip. Participants explained that during these conversations sex positions, performance
and feedback from sexual partners were discussed. Barima described,
“It mostly has to do with how long you lasted, the particular style you used and
men also like feedback. Then the funny thing is you hear guys say, “When she was
about to cum or reach orgasm, she held me tight” So, these are sort of the things
that we talk about.” (Barima, 28 years, Akan)
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Kofi also explained that during these conversations, peers gave you compliments especially
if it was with a woman that was being pursued for a while. Below is a conversation detailing
his explanation.
Kofi: They will be hyping you. Let’s say you had an encounter with a lady and you
try to tell them about it. They will say you did well and how were you able to do
that. Then you are a tough guy. They will be giving more morale.
Interviewer: Is there something that you will say that will give you more funs
compared to the other?
Kofi: Maybe the girl doesn’t want to give in and she is giving you pressure and
finally you are able to do it. They will give you more hype.
Interviewer: So, how do they react? Let’s say you told them, “I did this and that
and she did this.” How do they react?
Kofi: O, the noise and the jumping and shouting especially when it has to do with
someone you’ve been toasting for long and finally the person accepts and you get
to do the thing; it’s more of a world cup. (Kofi, 19 years, Akan)
Several participants described that during these conversations, society deemed you as smart
if you are able to sleep with multiple women. Addo explained that in his conversations
with his peers they discuss relationship with women and how to get more. He also
explained that you are praised. He said,
“When you have more than two or three girls and you are able to have sex with all
of them, they see you as a champion or a smart guy.” (Addo, 20 years, Akan)
Participants further described the influence of their conversations on risky sexual
behaviors.
Some participants attested to feeling excluded when such discussions are occurring
and they are not sexually active. Kwamina explained,
“When we meet and we are talking about such things, it’s like heaven has come
down, So, at that gathering if you are somebody who is not sexually active, you will
always see yourself down because you may think that they are all freaks because a
lot of things will come up like the number of girls they’ve slept with and they will
mention their names…. I had a friend who had a list. So, anytime he finishes with
a girl, he writes her name. When we meet then he was like,..oh, the register is in..”
(Kwamina, 37 years, Fante, Married)
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Several participants described these conversations as unfortunate and sometimes
encouraging risker sexual behavior. One participant stated,
“I think unfortunately, other men encourage riskier sexual behavior. I think they
applaud the more risk there is with the sexual encounter. They do not frown upon
riskier sexual encounters. The riskier the better. The one with the more risk has the
loudest applause….So, “you’ve been able to do this.” To them it’s like you were
able to jump off the Eiffel Tower without breaking your neck so you have done
well.” (Etse,28 years, Ewe)
In addition to establishing a good sexual report card with their peers through conversations
and its influence on risky sexual behavior, participants discussed power over others through
multiple sexual partners and societal masculine norms surrounding it.
Participants described societal expectation of men to be thrill seekers, peer
influence, false sense of masculinity, discourse surrounding women being outnumbered by
men, women influence and normalization by society as causes of multiple sexual partners.
Participants described societal expectation of men to be thrill seekers and conquest
of multiple women as a justifications for involvement of multiple sexual partnerships by
heterosexual men in Ghana. Some participants described this as adventurous and sleeping
with as many women as possible prior to marriage. One participant stated
“I have seen somebody who has in a day, has multiple sexual partners in the same
day had sex with like 4 women…it’s a thrill. It is a thrill to sort of go in there and
win more women and sleep with as many women as possible whiles he is not
married” (Ofori, 29 years, Akan).
Several participants explained the adventure as having variety. They compared sex with
one partner as eating food from the same bowl. One participant explained,
“it’s like eating from the same bowl, it gets boring …so you might like to switch it
up a bit... today I can sleep with this one, tomorrow I can call this one, the next day
I can call this one” (Kwamina, 37 years, Fante).
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Besides societal expectation of men being thrill seekers, participants attributed multiple
sexual partnerships with men believing societal viewing men as smart and fueling a false
sense of masculinity. Oppong explained men’s egos and their concept of multiple
partnerships. Below is a conversation providing insight into his justification.
Interviewer: What are the reasons some men may have multiple sexual partners?
Oppong: I think it’s men’s ego and a false sense of masculinity.
Interviewer: A false sense masculinity?
Oppong: Sex is sex and it doesn’t really matter if you have…you are no more of a
man if you have fourteen wives or fourteen girlfriends than the other person who
has just one (Oppong, 40 years, Akan, Married)
Several participants also discussed this false sense of masculinity being fueled by societal
masculine norms as men feeling smart because they can handle multiple women. One
participant described it as
“it is like having a farm and a garden…some people see it as smart” (Kwakye, 20
years, Akan).
Another person described it as smart and strong,
“So, the masculinity and then the strength also comes in when the guy also feels he
is smart… handling a lot of ladies at a certain period and communicating that to
his friends. They see it to be more of an achievement … they will be like, He is the
boss”( Fiifii, 41 years, Fante, Married).
In addition to a false sense of masculinity, participants described respect from peers as a
rationalization for involvement in multiple sexual partnerships.
Many participants attested that respect from peers was a justification for multiple
sexual partnerships. They discussed receiving respect from peers made them feel manly.
Kweku explained having involvement with multiple sexual partners provided you with
public respect as a man. Below is our conversation providing insight into his justification.
Interviewer: what do you believe are some reasons why some men have many
women partners?
Kweku: One, for sexual purposes and two, to feel as a man.
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Interviewer: Tell me about that?
Kweku: To feel as a man in the sense that, among all the men that were available,
the woman chose you. And as I said, every man wants to feel that kind of importance
amongst his friends. So, if one person didn’t choose you and you have about five or
four people, then there’s that quality you have that is making them choose you. It
gives you that kind of public respect. To yourself you feel there is something within
you that everybody needs to come on. (Kweku, 24 years, Akan)
Another participant further described the importance of having multiple sexual partners in
relation to be labeled as “the man” during discussions with peers. One participant
explained,
“because when guys are having discussions, the number of partners they have puts
them on top. They say stuff like “this week I have had sex with about three or four
different ladies” and their peers will be like you are a man. And those kinds of
things will either entice you to do more because you also want to be put at that level
that you are also a man.”( Addo, 20 years, Akan).
Several men in the study also justified having multiple sexual partnerships in their
discourse around women being outnumbered by men. Kwamina said,
“I remember some time ago, somebody said that even the women are more than the
men and so, we can marry as many as three or four women. The moment somebody
says this, and you are not even ready for this, quickly your mind tells you that it’s
true. Take it. Then it goes into your sub memory.” Before you realize, you’ve had
multiple sexual partners.” (Kwamina, 37 years, Fante, Married)
Etse had similar thoughts as Kwamina. He also alluded to having access to a large number
of women who may not be married,
“there are more women in this world than men. So, if we were doing one to one and we
have a lot of men who are married, we also have a lot of women who are not married. If
the map is mapping, we’ll get many more women to do stuff with.” (Etse,28 years, Ewe)
Several participants explained that women contribute to men’s urge to have
multiple partners. They described this as men wanting to have sex with more women when
they get compliments about being good in bed. One participant explained,
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“at times, it’s the women because once they tell the men they are good in bed, it
urges them on to want to try their sexual prowess on other women and before they
know it, they have multiple sexual partners” (Kafui, 54 years, Ewe, Married).
Another participant expanded this concept by explaining that women are attracted to males
who have multiple partners hence it encourages for such behaviors. He explained,
“I think some woman also see men who have confidence to move to multiple women
and just go in for the thrill. They just go in for multiple partnerships. Some women
see that as… they see guys who indulge in that as being alpha males to put it”
(Kekeli, 31 years, Ewe)
Last but not the least, normalization of multiple partnerships in the Ghanian culture was
discussed by participants as the main force that has led to the notion of multiple sexual
partnerships among men. Most participants discussed that the culture deemed men as the
superior gender hence division of power among men and women allow men to get a pass
for having indulged in multiple sexual partnerships without any accountability.. Nii
described,
“I think society comes in play because men generally are given the opportunity to
have multiple sexual partners. If a man does that it’s normal. Men are supposed to
have multiple sex partners until they marry. Even when they get married and they
have multiple sex partners and they are caught by their wives, people will go
like…he’s a man so it’s fine…even if you don’t do it, there are times that people
are like “you don’t have any other sexual partner apart from your wife.. Are you a
man?.” (Nii, 33 years, Ga)
Etse explained this concept by providing an example with fathers having
extramarital children and being given a pass. He stated,
“culturally, we are allowed to believe that men can have sexual relations
with many women without being scorned or without being seen as doing something
wrong. You can be there and your father will come back and say, “I have a child
somewhere.” And we all move about our daily business. I think it’s male privilege
to a certain extent which is engraved in society caused by different societal rules
or patriarchal whatever it is…but that whole dominate role thing that since the
gender is more dominant it should be able to be given certain privileges to be who
they or whatever they are. They are seen as super beings. The supreme overlords.
The apex of the pyramid. Everything else falls beneath.” (Etse,28 years, Ewe)
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Some married participants further explained the Ghanian culture’s acceptance and
contribution for multiple partnerships and if not disciplined can easily encourage men to
indulge in the behavior. Fiifii further explained,
“our culture as Ghanaians, is a contributing factor, because growing up, you will
see most men especially in the villages and all that having more than one wife
…even if they have a wife, they have girlfriends…the perception was that he’s a
man...I remember I heard somebody say…a man is someone who is able to sleep
with other women”. (Fiifii, 41 years, Fante, Married)
In addition to the cultural influence in normalizing multiple sexual partnerships among
men in Ghana, participants described the root cause of the normalization to lifestyle from
the past. They explained that Ghana is largely an agrarian society so in the past, most men
had multiple wives to have multiple children so they could have a lot more help on the
farms. They stated that the larger the family, the larger the workforce which resulted in a
larger output. They further explained that things have changed regarding farming but
concepts of multiple sexual partnerships still exist. Following discussions about societal
norms for masculinity and its influence on high-risk sexual behavior, participants explained
personal factors influencing decision making for high risk sexual behavior and barriers to
uptake of HIV prevention strategies as well as the role of masculinity in uptake of these
strategies.
Personal Factors Influencing Sexual Decision Making
Participants discussed acquisition of HIV knowledge, their risk perception of
contracting HIV it influences their decision making regarding risky sexual behavior.
HIV Knowledge
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Participants discussed acquisition of HIV knowledge and feasibly during their
formative years. Most stated that they received information from media. Oppong,
explained how pivotal media was in creating awareness of HIV. He stated,
“Growing up, HIV prevention was mainly in the media. In the mid-90s to late 90s,
that is when the HIV epidemic was in full force. There was a lot of campaigning.
There was a lot of information out there especially on T.V. maybe a particular tv
program, sitcom, that were done purposely to hammer on the risks of HIV”.
(Oppong, 40 years, Akan, Married)
Some participants attested to getting HIV information from school. Participants described
attaining information through drama and dance groups in school. Few participants stated
that they were exposed to HIV information through Planned Parenthood of Ghana.
Participants described that having access to HIV information played a major role in their
use of condoms and HTC. Nunoo discussed the ABCs ( Abstinence, Being Faithful and
Condom Use) of HIV prevention and its influence on his sexual decisions. He said,
“I definitely know that I have ABC. A the safest one- I remember a training we hadthey said, A, the safest one is to abstain. Don’t go for it at all, because you might
know your status but the person’s status you don’t know. The C was the condom.
You needed to use the condom. Then the B was to be faithful. That was when you
needed to stick to one partner. Both of you are sure and certain you know your
status.” (Nunoo, 35 years, Ga)
Kweku also discussed abstinence in a different light and how it influenced his sexual
decision making. He stated,
“. I was made to understand that, even if you’ve had sex before, the period where
you avoid having sex is what we call abstinence. I used to feel, ‘what do I mean by
I’m abstaining if I’ve already had sex.’ But now I’ve been made to understand that
if you’ve had sex before, and you stopped having sex until a particular time, that’s
also abstinence.” (Kweku, 24 years, Akan)
All participants stated that HIV information is still available through the internet. In
addition to HIV knowledge, participants discussed HIV risk perception and its influence
on HIV decisions made regarding risky sexual behavior.
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HIV Risk Perception
Many participants believed they were at risk for HIV. They attributed their risk of
HIV to several factors such as unprotected sex, not knowing their partners HIV status, and
partner mistrust Participants believed that every human being is at risk for HIV. Kekeli, a
31-year-old Ewe participant further explained,
“I think I’m at risk for HIV every time I have sex without a condom.” (Kekeli, 31
years, Ewe)
Nunoo also explained his risk for HIV in terms of partners unknown status. He stated,
“Yea, because day in, day out, knowing or unknowingly. Number one, over some
few times, I’ve been away with a partner whose status I didn’t know and that would
put me at risk.” (Nunoo, 35 years, Ga)

Kafui explained how his risk perception for contracting HIV was moderate because he is
exclusive with his partner but cannot account for his partner exclusiveness.. He explained,
“Only if I go out to sleep with another woman outside my marriage will I be at risk
for contracting HIV. Also, I’m at risk if my wife is very unfaithful or goes out to
sleep with another man. So basically, everybody is at risk. You might know and
trust someone for a very long time, but you never know. That’s why from time to
time, people go for check up to see whether their partners have it or not.” (Kafui,
54 years, Ewe, Married)
Some participants reported that due to their risk perception for contracting HIV, they use
condoms and partake in HTC regularly. Etse reported,
“Now, it doesn’t really matter what you say because, your status is not written on
your face. we still have to do it, because, you are sexually active, I’m sexually active
especially in cases where we are not in an exclusive and romantic relationship, I
think I owe myself that to protect myself and I owe you as well. Because if we move
with trust and I am infected, and I don’t tell you I’m infected or I don’t even know
I am infected, I’m doing you a disservice by sleeping with you without a condom.”
(Etse,28 years, Ewe)
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Though many participants reported high-risk perception of contracting HIV a significant
number of them reported not using condoms regularly. Addo explained that he does not
believe he is at risk for HIV because he trusts people he engages in sexual activity with and
can discern that they are not promiscuous. Below is our conversation to give insight into
his explanation as to how he perceives his risk of contracting HIV.
Interviewer: Do you believe you are at risk for HIV? Why?
Addo: The people I engage with, I don’t see them to be that type of people so, I
believe
Interviewer: When you say that type of people, as in promiscuous or what type of
people?
Addo: People you think or might suspect of having HIV or something because when
you see prostitutes in general, most of them are not sick but just the general idea
scares you off. So, using that perception or mentality in selecting someone to
engage with helps determine who is worthy or not worthy of your protection.
Interviewer: But you don’t believe you are at risk for HIV at all? You don’t think
that as you’re there, you’d ever contract HIV?
Addo: Maybe depending on who I engage with. But if I engage with someone I think
has something, I think I might go for check-up or something just to be safe. (Addo,
20 years, Akan)

Regarding condom use, Addo further explained that his risk perception does not warrant
his use of condoms. Below is our conversation to on how he makes decision regarding
condom use.
Interviewer: So, knowing that you can get HIV from unprotected sex has not
motivated you to use condoms or anything like that?
Addo: But it would depend on who I’ll engage with. If I find the person to be slutty
or find the person to be neat because you can’t just meet someone that day and you
just go like, “I’ll sleep with her.” It has happened though but it was a gamble.
Interviewer: So, your condom use depends on who you are engaging with?
Addo: Yeah
Interviewer: And you said if the person is slutty, you don’t use condoms. How do
you determine that?
Addo: Their behavior and the way the person speaks. When the time comes you
would know. I don’t know for other people but I usually know (Addo, 20 years,
Akan)
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Some participants also discussed the influence of risk perception on HIV testing
and counseling. Etse discussed his appreciation for HIV testing and counseling due to his
perception of risk of getting HIV. He said,
“It has made me appreciate testing and counseling. I think knowing what I know
still doesn’t push me from getting to learn more about different prevention methods
and all that. So, it has my risk of getting it has influenced me quite well. And
knowing that I was at risk at almost every moment in time made me appreciate
testing.” (Etse,28 years, Ewe)
Several participants who discussed not being at risk of HIV through sexual activity
discussed being at risk for HIV through other means. Many participants attributed their risk
of HIV to others such as barbershop use and healthcare work in addition to condom use.
Kekeli explained this logic in our conversation below.
Interviewer: Do you believe you are at risk for HIV?
Kekeli: Currently no. Unless it’s still in my blood from then, but currently no.
Interviewer: And that’s because you are not active?
Kekeli: Yea, that’s because I’m not sexually active and I’ve tested.
Kekeli: Probably getting it from a barbering shop. Which I know is somewhat
possible. I really can’t tell if it’s possible or not. I know it is possible to a degree if
the barbering shop is not really up to standard. I know it’s somewhat possible. I
know the degree may be minimal, but it’s possible. (Kekeli, 31 years, Ewe)

Several participants who discussed not being at risk of HIV through sexual activity
discussed being
at risk for HIV through other means. Kofi also discussed his risk of contracting HIV
through
exposure to sharp objects. He stated,
“You can get it even by going to the hospital. Because medical practitioners can
falter. A lot of things can happen. Even our trotros [public transportation buses]
that we take around, sometimes the metals coming out of it can cut somebody who
might be infected and cut another person and get the person infected without the
person necessarily going to the clinic or have sex.” (Kofi, 19 years, Akan)
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In addition to their risk perception, participants discussed their barriers to condom use and
HTC.
Barriers to Uptake of HIV Prevention Strategies
Barriers to Condom Use
Participants provided numerous reasons that limit condom use. Reasons included lack
of sexual satisfaction, peer pressure, price of condoms, and stigma from purchasing,
religious reasons, unplanned sex, substance use, and mistrust as well as perception of
infidelity by women partners.
Regarding sexual satisfaction, participants explained that sex was more pleasurable
where no condoms were involved. They explained that condoms prevent you from enjoying
sex fully. They explained condom use as a barrier when they want closeness to the skin.
One participant stated,
“Because I want to feel the whole thing” (Barima, 28 years , Akan).
Several participants compared condom use to eating candy. Kafui attested,
“Because using a condom gives a different vibe than doing it raw. It’s like putting
a toffee with the wrapper on in your mouth. It doesn’t taste as good.” (Kafui, 54
years, Ewe, Married)
Serval participants also described peer pressure as a limitation to condom use. Boateng
expressed,
“I have some friends, they will say I have never used a condom before. I always do
it raw. So, maybe you too, you will be thinking that me too I have to do it raw. When
most of your friends are saying they don’t use condom, you are also going to do
that. Peer pressure, like it works a lot.” (Boateng, 26 years, Akan)
Affordability of quality condoms were discussed by participants as a barrier. Nii
explained,
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“[I]would want to go in for the quality ones which may cost about 7 cedis a pack
however they can’t even afford those ones. So, they will end up not using it all.”
(Nii, 33 years, Ga)
In addition to pricing stigma associated with purchasing condoms at the pharmacy was
discussed by participants. They discussed purchasing condoms as uncomfortable and being
labeled as promiscuous. Etse explained,
I’ve walked to a pharmacy- I buy condoms a lot- and the way I was treated or the
way I was seen when I was buying the condom made me feel very
uncomfortable….this person is very promiscuous…that weird look….I know a lot
of guys who don’t feel comfortable going to a pharmacy to buy a condom. They’d
rather their friends go and buy it for them or something if not they’d rather not they
use it as an excuse to engage in unprotected sex.” (Etse,28 years, Ewe)
Participants further discussed religious reasons as part of limitations to condom use. A few
participants attributed barriers to condom use to religious reasons for procreation. Fiifii
explained,
“why should you sleep with a woman and protect yourself, you should go raw
because the essence of sex is to reproduce so why should you protect yourself.”
(Fiifii, 41 years, Fante, Married)
Besides religious reasons, participants discussed unplanned sex and substance use as
limitations to condom use. A few participants discussed unplanned sex as well as being
under the influence of drugs or alcohol as limitations to condom use. Barima explained his
limitation to condom use due to rushing into sex, and other factors. Below is our
conversation.
Interviewer: What are some things that limit your use of condoms?
Barima: Everything happens in a rush, and the fact that I want to last longer than
my normal or usual
Barima: Mostly aside that particular experience, there has been other experiences
too which I didn’t protect myself. And the thing is that in all instances I never
planned it. If I had, probably I might have carried it along or might have had it in
mind to probably pause and get it while it was about to go down. (Barima, 28 years
, Akan)
Regarding substance use, Kekeli explained,
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“first and foremost, drug use. When I’m drunk, I lose my sense of wanting to be
secure. I think of pleasure before I even want to use a condom..” (Kekeli, 31 years,
Ewe)
Participants further discussed, mistrust and perception of infidelity by women sexual
partners as a limitation for condom use. Many participants attributed barriers of condom
use to women. Participants explained that insisting on condom use was deemed as a sign
of mistrust by their partners hence they did not wear them. Kweku described his experience
with a female partner. He attested,
“we ended up getting sexual. I had condoms with me but she was like “why do you
want to use condom. Do you think I have STIs or what?” so, I was forced not to
use a condom.” (Kweku, 24 years, Akan)
Women’s demand of sexual satisfaction was also a limitation to condom use. Kwamina
expressed,
“women say that “you can’t eat a toffee with the wrapper still on it… wrapper has
to be removed…indirectly telling us that, when you are coming to have sex, you
cannot put on condoms to come…..women believe that sex is a toffee so once it is
sweet, should be enjoying with raw penis.” (Kwamina, 37 years, Fante, Married)
Women also said they did not feel loved when men used condoms. One participant stated,
“women think if you are wearing condom, it means you don’t love them”
(Kwamina, 37 years, Fante).
Kwamina also explained that another barrier to condom use was concerns of infidelity by
women.
“Usually, having condoms would mean you are ready for intercourse but at the
sight of it, when some females see condoms, they have a perception like, this guy
he likes having sex with other people. So, having condoms, it’s usually the
perceptions it creates”( Kwamina, 37 years, Fante)
.
In addition to barrier to condom use, barrier to HIV testing and counseling were also
explored.
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HIV Testing and Counseling
Participants provided numerous reasons that limit their access and utilization of HIV
testing and counseling. Reasons included logistics of testing, fear, and stigma. Logistics of
HTC included location, availability, and cost of testing. Etse explained that unless you have
had to get tested for various reasons, you may not know the testing sites. He clarified,
“I think a lot of people don’t know where to get tested. And those who know where
to get tested, especially if they’ve had the experience I had at the university hospital,
they won’t ever want to get tested.”
Kwamina also explained that limited availability of testing kits at various facilities as well
as self-testing kits are factors in the uptake of HTC. He stated,
“the self-testing equipment we are talking about and then the OraQuick.
Sometimes, it will be in shortage for a very long time. Then also, people want to
have the voluntary testing but will go to the various facilities and realize that they
don’t have some of the test equipment.” (Kwamina, 37 years, Fante, Married)
Kwamina further explained that the lack of testing equipment at government facilities
influences uptake of HTC because it drives the cost since individuals then resort to using
private clinics which are more expensive. He stated,
“people also feel like instead of going to a private hospital where they will end up
paying a huge sum of money for the testing, they’d rather go to a government
hospital where they will pay little money for the test. So, money is a barrier to the
people who will really want to do the test because private facilities are charging.
For the government facilities, there’s no charges, but there’s no test kit available.”
(Kwamina, 37 years, Fante, Married)
Beside testing logistics, participants expressed that fear of knowing their status is also a
barrier to HTC. Barima states,
“fear of knowing their status because the perception is that, as long as you don’t
know your status, you are okay. But immediately you test, and you know that you
are positive, you start dying without even the symptoms showing.” (Barima, 28
years , Akan)
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Addo, in his interview explained that knowing his status would cause drama in his life but
also denied the likelihood of being infected. Below is the conversation we had.
Addo: Personally, I wouldn’t like to go just to avoid any drama or anything.
Interviewer: Drama how?
Addo: Because when you find out…
Interviewer: You don’t want to find out. That’s why you wouldn’t get tested. Is there
any other reason?
Addo: And I believe that I don’t have it. (Addo, 20 years, Akan)
Many participants also discussed stigma as a limitation to the uptake of HTC services.
They broke down into three categories: self-stigma, societal stigma, and healthcare stigma.
They describe self-stigma as internal stigma of knowing their status and how it may affect
their perception of themselves as well as how people may start perceiving them for having
HIV. Nii explained,
“people are really scared. I wouldn’t want to know I have HIV. I just want to be
there. They have something in Twi that, nie wu nim nku wu [something that you don’t
know will not kill you], but when you get to know rather, you will die because of the
stigma from people and the discrimination that you get. So, the moment that you go out
there to have HIV testing people will be like you’ve contracted HIV. You’ve not even
gotten the confirmation whether you are positive or negative and people have already
started stigmatizing you.” (Nii, 33 years, Ga)
Some participants suggested that the more you test, the greater the likelihood of having a
positive test hence they decide not to test. Barima attests,
“there is this thing the Akan’s normally say, that when you perceive something to
be wrong then it means it is actually wrong. So, all that I’m trying to say is, curiosity
kills the cat. You want to go and test because you feel you have it. One day you go
and you truly have it.” (Barima, 28 years , Akan)
Regarding self-stigma, participants explained self-blame and shame being attributed to
testing. Kweku shared a scenario of a friend who tested positive for HIV. He described,
“The person who has HIV feels bad for getting tested….why did he even get
tested…now he knows and blame, he’s always thinking anytime we bring up that
conversation around STIs. So, he also wouldn’t want to get tested any more for
anything else., he is sure.” (Kweku, 24 years, Akan)
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Societal and healthcare stigma were further discussed by participants. The healthcare
professionals labeling of HIV as a “bad disease” or a disease attached to promiscuity of
participants was believed to have caused societal stigma which prevented participants from
getting partaking in HTC services. Kekeli explained,
“I don’t know. I just have this feeling it’s because the disease has been portrayed
in a way that makes it for under the situation for you being stigmatized as well. I
don’t want to go to the hospital and I would be seen I want to have a test and
somebody will hear and I might be negative, I might be positive but, in his mind, he
is already thinking, this guy has AIDS. That sort of thing. So, it is much more of a
situation I feel uncomfortable wanting to have that discussion.” (Kekeli, 31 years,
Ewe)

Participants explained that healthcare workers and facilities contributed to non-uptake of
HTC blaming the lack of confidentiality of nurses who may know your status and share it
with others, making it uncomfortable to get tested. Other participants suggested that
healthcare workers take a fear-based approach to counseling and that in turn contributes to
non-uptake. Etse explained that stigma for testing even starts before testing. He shared,
“the kind of fear they put into you doesn’t encourage you to even come to test again.”
Ofori described the process of HTC as scary. He said,
“the way and manner which they do it, the nurses, or medical professionals there,
they were scaring everybody who was waiting for their results. The way they were
carrying themselves about. It was like the inevitable has happened. That gives
people like discourages people from getting tested. Because if you know you have
been involved in unprotected sex, you know there is chance that you could be
positive and so when you get to a facility to get tested, you don’t expect the person
who should know better to kind of appear as if the inevitable has happened already.
They appeared to be mocking and sort of putting you in.” (Ofori, 29 years, Akan)
A participant explained that the facility at which he got tested also contributed to the
stigma due to a lack of privacy. He said,
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“Funny enough when they do the testing, it seems most people know that once you
go into that room, you have actually gone to test for the thing. So, I walked out and
realized all eyes were on me. So, I think the testing and the counselling area should
be very private”( Barima, 28 years , Akan).
In addition to the barriers of condom and HTC uptake most participants explained that
masculinity did not play a part in their uptake of services but rather the factors stated above
played a key role. However, a few participants suggested that masculinity affected them in
seeking these services. Kwakye explained how seeking treatment as a man was difficult
hence, they may not take advantage of testing and counseling. Etse also commented on this
phenomenon but attributed it to men being able to figure it out themselves without going
to a hospital and taking the test. He attested,
“it boils down to that whole you are a man, don’t show fear when you were talking
about the fact that when a man is sick, they don’t go to the hospital. So, it’s like,
why should I even get tested. I’m a guy I can sort it out. I can figure it out without
all of this.” (Etse,28 years, Ewe)
Oppong attributed man’s pride and ego of men to a lack of uptake of services. He
mentioned,
“but I think that men generally in Ghana are noted for not taking care of themselves
well. A man will be sick or will not be well and he will not say anything. You can
see that the person is not well, but the person won’t admit that he is not well. I don’t
know whether it’s a thing that has to do with pride or ego.” (Oppong, 40 years,
Akan, Married)
These findings provide important insight into high-risk sexual behavior and the
factors that influence it as well barriers to uptake of HIV prevention strategies. The
following chapter discusses these findings further.
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DISCUSSION
Drawing on participants experiences of their formative years and various factors
influencing high-risk sexual behavior and uptake of HIV prevention efforts, this chapter
highlights key findings, limitations, strengths, implications for public health practice,
research, and policy. It answers the following questions:
•
•
•

What formative experiences inform masculinity among heterosexual males
aged 18 years and over in Ghana?
What socio-environmental factors influence HIV high-risk sexual behaviors
among heterosexual males aged 18 years and over?
What are the factors limits condom use, and HIV testing/counseling among HIV
high-risk heterosexual males aged 18 years and over in Ghana?

Formative Experiences Informing Masculinity
Participants in this study described their formative experiences and how they
learned to behave as men as being influenced by a variety of factors, which included family,
friends, media, and socio-cultural practices. The formative experiences revealed by
participants showed that gender and masculinity norms are socially constructed, created,
reconstructed, and reinforced by social institutions, communities, and families. For
instance, many participants described their fathers as strict and scrutinizing and how
developing masculinity is continually subject to their family members’ approval. Some
participants explained that though they knew they were masculine, family and society
deemed them not masculine due to the way they dressed, having soft voices, and walking
differently. Likewise, majority of the participants considered masculinity as attaining
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economic stability and provider status which they described as “tough and
difficult.” All of these indicate the pressures of cultural norm on the formative experiences
informing masculinity similar to findings by Gonalons-Pons & Gangl (2021); Syed & Van
Buren (2014); Stern & Buikema (2013), that address the influence of family, media, and
community on what constitute the standards of admired masculine behavior.
This study brings a different perspective to the construction of (Connell, 2005)
hegemonic masculinity by contextualizing the experiences of Ghanaian men within the
hegemonic masculinity discourse. While the theory conveys that masculinity should be
expressed in fixed ways such as male dominance, competition, risk-taking, physical
strength and emotional toughness that could be conveyed as violence, stoicism (the
endurance of pain or hardship without the display of feelings and without complaint), and
dislike to expressions of weakness, this study shows that these fixed masculinity constructs
are neither ideal nor realistic. Participants in this study demonstrated that they utilized
wide-ranging experiences such as positive messages, positive family, and community
expectations/norms to inform what it means to be a man.
Socio-environmental Factors Influencing HIV High-risk Sexual Behaviors
This study identifies a number of socio-environmental factors that affect HIV highrisk sexual behaviors in Ghanaian men. These factors relate to norms surrounding men’s
sex drive, sexual competitions to prove masculinity among peers, norms surrounding men’s
capacity to perform sexually and media’s influence.
Participants described that being sexually active is a vital indicator of masculinity.
Many participants described that it was key for men to have constant access to sex and this
typically contributed to multiple sexual partnerships even among married men. For
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instance, several participants discussed that men were biologically programmed to require
sex frequently for pleasure and if not achieved led to additional sexual relationships.
Participants described this concept to be normal in the Ghanian society. Similar to study
findings from Hollway, (1984; 1996) traditional masculinity ideologies urged men to desire
sex constantly which may lead to multiple sexual partnerships as well as insufficient
preplanning to ensure consistent use condoms.
Participants also emphasized the competition among men to prove their
masculinity, especially through sexual competitions and about the number of sexual
partners they can keep. This competitive mindset was viewed as the desired and leading
form of masculinity. For example, many participants expressed they received praise, seen
as a man, and viewed as smart by society and peers when able to manage multiple sexual
relationships with women. Few participants insinuated that, the riskier the sexual behavior
the louder they received applause within these conversations. Also, several participants
discussed feeling left out or not masculine enough if they were not able to share such
sexual behavior hence they felt pressured to indulge in such acts. Similar to this study
findings are those of Mfecane (2008), where men credited their sexual lifestyle to pressure
imposed by friends to prove their masculinity. In addition to this relevant finding, sexual
performance was also a vital indicator for successful masculinity.
Participants believed that they were men when they could perform sexually. For
example, several participants explained that when they did not get compliments about their
sexual performance or had early ejaculation during sex they felt less of a man. The
discourse around sexual performance and the need for constant validation for good sex
were internalized by most of the study participants. In these findings, I am inclined to agree
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with Barker et al., (2010), who states that these idealized notions of sexual performance
can possibly promote risk-taking behavior and often isolate men who do not adhere to
them. Beside this finding, a relevant finding was media’s role in formative years of
participants.
Participants explained media’s influence during their formative years as a factor
when it came to sexual risk taking. For instance, they described men being portrayed as the
stronger gender, head of household and risk takers. Several participants described seeing
women as the weaker gender. This, some participants, explained informed the power
dynamics between men and women which translated into men being the primary instigator
of sexual negotiations, as well as high risk sexual activities, such as multiple sexual
partnerships. In this study, data suggests that media is a powerful influence on the
formation, preservation and reinforcement of local cultural norms and how steady exposure
to such media themes lead to the acceptance of these narrow hierarchical gender
stereotypes and encourage high-risk behaviors. In their research, Dill-Shackleford, et al.,
2015; George, 2006; Giaccardi, et al., 2016; Lapsansky & Chatterjee, 2013; Savage, et al.,
2017: Khan et. al, 2018 also described idolizing physical prowess of men and their
domination over women as effects of media representations of men who have been
socialized in sex-segregated culture. Compounding the high-risk sexual activities of men,
is the very real risk of them becoming infected with HIV and transmitting it to subsequent
sexual partners as a result of poor decision-making.
Personal Factors Influencing Sexual Decision Making
This study highlighted that personal factors such as high levels of HIV knowledge
and risk perception among participants did not always result into safer sex behaviors. For
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instance, though many participants identified their risk for contracting HIV, the lack of or
inconsistent condom use, as well as limited HIV testing and counseling increased their
likelihood of spreading and HIV infection. This risk of transmission of HIV even among
those who had a low perception of risk, was recognized as likely through their exposure to
sharps in barbershops. The uptake of HIV prevention efforts such as condom use, testing
and counseling were influenced by the risk perception of participants. Below are key
Barriers to Uptake of HIV Prevention Strategies
Condom Use
Participants described that they were less likely to use condoms if they were not
directly available during a sexual encounter. While understanding the risk of having
unprotected sex, some participants were unable to delay sexual intercourse if condoms
were not readily available. Although condoms were accessible or available in the
community, some participants reported that they forget to carry condoms with them or do
not think about condoms prior to sexual activity. These findings indicate that condom use
may not be vital within men’s conceptualization of sexual intercourse. Evidently, condoms
were not considered until the point of vaginal penetration. This finding suggests that sex
drive alters decision making when it comes to condom use among participants.
In addition to the above, trust was affiliated with inconsistent use of condoms.
Participants were less likely to use condoms if they had established a particular level of
trust within their sexual relationships. For example, participants stopped using condoms
with a constant partner when they perceived that trust has been built because condom use
was associated with a lack of trust and casual sex. Comparable to these findings are Agha
et al., 2002; Chimbiri, 2007; Tavory & Swidler, 2009) who frequently linked mistrust and
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infidelity with condom use making condom use a negative practice within a sexual
relationships. In addition to trust within sexual relationships, the negative experience of
having sex with a condom emerged as a significant barrier to condom use.
The importance of penile pleasure is rooted within a bigger cultural and social
context whereby sexual intercourse was described by intense sexual pleasure for the male
partner through vaginal penetration. Several participants mentioned their preference to “go
raw.” They indicated that condoms reduce penile sensitivity during sexual intercourse
making sexual intercourse less enjoyable. Research by Lefkowitz et al.(2014), also
suggested those societal norms such as sexual double standard and women internalize
norms about male roles encourage more sexual freedom for men compared to women.
Men in this study also discussed men’s condom use behaviors as being determined
by their partner’s attitudes toward condom use. They said, often female partners objected
to using a condom during sexual intercourse, creating an additional barrier to protected
sexual intercourse. For instance, for several study participants women encouraged their
male partners not to use condoms, by saying, “it don’t give you the same feeling.” Others
compared it to candy by stating, “you can’t eat toffee [candy] with the wrapper on it”. This
study finds that the normative acceptance of multiple sexual partners, extramarital
relationships, and polygamy, coupled with the economic dependence of women on their
male partners creates difficulties for women who ignore their partner’s need for sexual
pleasure. Similar to this finding, John et al., (2015) emphasized that women object to
condom use because any reduction in male sexual pleasure, whether real or perceived, may
provide men with an additional reason to justify multiple sexual partners. In addition to
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findings regarding barriers to condom use that increase the risk of infection, not knowing
their HIV sero-positive status fuels the spread of HIV infection.
HIV Testing and Counseling
In spite of the high-risk sexual behavior of participants in this study, the uptake of
HIV testing and counseling services was low. Though significant strides are being made
by the country towards HIV prevention services such as testing, over 70% of participants
had not tested for HIV within six months of the study. Barriers to HIV testing and
counseling included: (1) low risk perception of contracting HIV (2) location, availability,
and cost of testing (3) fear and (4) stigma associated with testing in health care settings.
The low-risk perception to HIV acquisition related to their trust they had in their
partners explaining that they therefore had no need to take avail themselves of HIV testing
and counseling services. This finding aligned with a study conducted in Tanzania by
Sanga et al., (2015) which linked low risk perception of HIV to low uptake of HTC. This
study also revealed a lack of awareness of HIV testing and counselling sites.
Participants who had attempted to be tested in the past had used government
facilities, but said testing kits were never available, leading to referrals to external
laboratories which are expensive, so they never got tested. A few participants reported
getting tested at organizations such as Planned Parenthood, because of community outreach
events. The lack of testing may be associated with cost, a finding comparable to Bramble et
al.’s (2008) study in Uganda which presented issues of cost and availability as barriers to
testing.
The uptake of HTC was also connected to the fear of knowing and finding out a
positive HIV sero-status. For example, several participants described that man are
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conditioned not to show fear or vulnerability, and that contributed to low uptake of HTC.
Some participants used African proverbs such as, “what you do not know won’t kill you ”
or “ if you are looking for something you will find it, ” as reasons for not testing for HIV.
Similar to this finding, Fikadie et al., (2014); Koku (2011); and Ulasi et al., (2009) also
found that the fear of positive HIV results was a barrier to HTC uptake among men. In
some cases, the stigma towards individuals who tested positive from HTC providers was a
barrier to them utilizing HTC services.
Many participants in this study stated there is a lack of trust in HTC service
providers as participants labeled HTC services, as fear based. They described them as
mocking and judgmental towards individuals identifying them as being promiscuous,
especially because they viewed HIV as a bad disease. Several participants also expressed
concern that HTC centers are not private places and they were scared of being stigmatized
by providers and society as likely to be HIV positive. Because of these perceived barriers,
participants lacked the confidence to go for HTC services. Comparable to these findings
are Sanga et al., (2015) and Bwambale et al., (2008) which reported stigma and a lack of
confidentiality of HTC services as a barriers for HTC among men.

Limitations and Strengths
Study Limitations
A few limitations existed for this study. The main limitation of this study is that it’s
a qualitative study that does not allow for generalization however, this study set out to
provide a rich, contextualized understanding of factors influencing HIV risk sexual behavior of
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heterosexual adult males in Ghana. Another potential limitation was social desirability bias

among study participants.
Neuman (2003) explains that social desirability bias happens when a participant
modifies their answers to make their reports correspond to social norms. Sexual behavior
is a very sensitive topic that has elements of judgement and stigma. Study participants may
have reported socially desirable responses to avoid negative judgement or stigmatization
by the researcher. In line with social desirability, the gender of the researcher may present
a possible limitation for the study. As the researcher was a woman, male participants may
have answered in a way they felt to be desirable for a women listener thus modifying their
self-presentations. For example, male participants may have underreported risky sexual
behaviors and over reported conservative behaviors or vice versa. To control for this
limitation, the researcher remained nonjudgmental and neutral during conversations with
study participants.
Study Strengths
Embedded in this study are several strengths that increase the body of knowledge
on socio-environmental, personal, and behavioral factors that interact to influence sexual
behaviors and uptake of HIV prevention among heterosexual adult males in Ghana. First,
the use of qualitative methodology and facets of IPA for analysis add to the strength of this
inquiry. The use of in-depth interviews utilizing a semi structured guide to generate data
was most appropriate due to the sensitivity of the topic as the researcher’s goal was to elicit
personal sexual information from male participants.
Second, this study fills a significant gap in the literature by exploring the sociocultural, personal and behavior factors that influence high-risk sexual behavior in
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subgroups of African heterosexual men. There are limited research studies that focus on
African heterosexual men’s sexual behavior specifically in the Ghanian context. Therefore,
this study adds to the body of knowledge relative to prevention science.
Third, this study revealed cultural factors related to HIV risk behaviors. Relative to
the Ghanian community and in the Black Diaspora, there are distinctive cultural
practices/sayings that must be addressed within the context of HIV prevention. One of such
finding is the belief that “what you do not know wouldn’t hurt you” or “ if you want to find
something you will find it” when it comes to HIV testing among men. Another is multiple
sexual partnerships and its normalization by the Ghanian culture. As these cultural factors
are embedded within the cultural fabric of the Ghanian community, prevention efforts must
not overlook these factors but incorporate and discuss them instead within HIV education
and prevention efforts. This study has several implications for public health
education/practice, research, and policy.
Study Implications
Public Health Education and Practice
HIV prevention education should continue to focus on expanding knowledge about
HIV transmission and safer sex methods. Findings demonstrated that HIV education has
been effective in creating high levels of HIV knowledge among the participants. Prevention
science needs to be evaluated when it comes to motivating individuals to translate their
HIV/AIDS knowledge into safer sex practices. HIV education efforts have traditionally
emphasized on individual-level approaches that improve attitudes and intrapersonal
knowledge. Nevertheless, this study demonstrates the need to push beyond individual level
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HIV education and intervention strategies to ecological approaches that consider structural,
socio-cultural, and behavioral health factors that impact sexual behaviors among men.
Cultural importance on heterosexism and male sexual experience may support
promiscuous sexual behavior among boys and men. HIV education strategies should focus
on these constructions and make an effort to deconstruct the concepts of Ghanaian male
machismo and sexual prowess. HIV education efforts must also address the several social
and contextual factors that influence condom use decision-making. Educational approaches
should provide guidance that strengthens condom use skills, condom carrying

and

highlight the significance of condom use within long-term relationships.
Crucial to this study is the finding that cultural beliefs were prevalent within the
male study population. As these beliefs may generate barriers to positive acceptance of
HIV prevention messages, treatment, and care thus HIV education must start to address the
cultural beliefs held by heterosexual men in Ghana. High-risk sexual behaviors such as
inconsistent condom use and lack of uptake of HTC must be adopted within the framework
of socio-ecological factors that influence risk. Social constructions of manhood and
masculine ideologies must be considered in the evaluation of high-risk behaviors such as
multiple sex partners. In addition to public health education and practice, this study had
several implications to public health research.
Public Health Research
Further research is vital to explore male sexual behavior, its etiology, and HIV in
Ghana. Additional subgroups living in the Ghana such as youth, men who have sex with
men (MSM), men from other geographical areas in Ghana, people who inject drugs and
male sex workers should be included in future studies to understand how masculine and
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social norms influence HIV high risk behavior. In addition, subgroup inquiries on factors
influencing risky sexual behaviors should also be conducted among non-Ghanaian men
residing in Ghana who may play an important role in the country’s HIV transmission.
Future research should also explore the behavioral health factors that influence HIV
risk. Factors not focused on in this study such as the relationship between alcohol and
substance use, perceptions of impairment and sexual risk behaviors should be more closely
evaluated. In addition, the relationship of media and HIV risk should be studied closely as
it was intertwined in various findings in this study.
Additional socio-ecological effects on HIV risk and prevention are an evolving area
of inquiry that needs additional studies that fully examine factors such as 1) peer and social
beliefs that influence sexual behavior, 2) gender norms that may make women powerless
making healthy sexual decisions 2) concepts and dynamics of trust and how trust influences
condom use and safer sex behaviors; and 4) African masculine/patriarchal ideologies and
social constructions of manhood and womanhood.
Future research studies should also focus on creation of quantitative methods and
instruments to assess socio-ecological factors such as media, cultural, and gender norms
more broadly that affects sexual behavior in subgroups of Black heterosexual men
therefore permitting for generalizability of findings
Finally, future research efforts should remain focused on the ecological and social
determinants of sexual behavior among Ghanaian heterosexual men. Limited research
concentrates on the risk behaviors done by men who self-identify as heterosexual. This
study analysis shows the research community that heterosexual men are not opposed to
participating in research If approached in a culturally appropriate and trusting manner. The
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men were opened to engage in HIV prevention research. This study indicates that more
comprehensive efforts to assessing HIV risk behaviors are necessary within the Black
heterosexual men.
Public Health Policy
Purposeful policies that remove gender inequalities and promote more equitable
gender norms to the benefit of both women and men need to be considered in the fight of
the epidemic. Policymakers need to consider investing in long-term gender-transformative
programs, specifically those that engage men and boys, to alter harmful gender norms, and
promote much stronger gender equality.
As Ghana is working towards achieving the sustainable development goals and the
95-95-95 target and ending the HIV epidemic by 2030, policies should emphasize on
improving access, cost, and availability of HIV testing at healthcare facilities and
community centers. A look at the national health insurance scheme should be assessed to
provide testing a little to no cost at private labs in addition to the free testing at government
facilities. Policy should be made at the national level as well offer convenient way of testing
such as self-testing toolkits to increase HIV self-testing without any feeling of mistrust or
stigmatization
Policies focused on improving men’s access to health services relevant to the
continuum of HIV prevention, testing, treatment, care, and support services needed to be
implemented. Such policy is the improvement of the sensitization trainings with healthcare
staff and providers to provide HIV-friendly services and improve competence in dealing
with the diverse health issues and behaviour of men. This policy should emphasize that
these trainings be broadened to all 16 regions of Ghana as well as established for refresher
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trainings and integrated into healthcare training school training. In addition to these
trainings, testing site and services for HTC need to be discrete or incorporated into primary
care efforts to reduce stigma and fear.
In addition, policies surrounding HIV services delivery for easy accessibility
appealing for men and boys need to be considered. Healthcare policies for clinics to be
open outside standard working hours some days of the week, clinic procedures and
environments should be more considered to improve responsiveness to men’s healthrelated concerns, including the desire for confidentiality. In addition, funding should be
made available by policy makers to provide HIV services outside of traditional clinical
settings, such as mobile and other community-based services outside of standard working
hours so they reach as many men as possible.
Conclusion
This is the first known study to explore the influence of masculine socialization and
socio-environmental factors on high risk sexual behavior inclusive of factors informing
sexual decision making and barriers to uptake of HIV prevention efforts amongst
heterosexual adult men in Ghana. This study has also shown that factors such as gender
and societal norm, power, and social relations have profoundly influenced the spread of the
HIV epidemic. This is exacerbated by the social systems and structures of gender that place
men in positions to make critical sexual decisions. This study highlights that privilege that
is afforded to men across society men whether through media or social norms influence
their risk of HIV infection. This study provides evidence that contextual and cultural
factors have an impact on not only sustaining HIV risky behavior but have also hindering
the efficacy of HIV prevention interventions among men. Study findings also reinforces
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the integrated nature of factors that influence HIV prevention behavior. For example,
media played a part in socialization, had an influence on high risk sexual behavior as well
as dissemination of HIV knowledge. In an effort to reach near zero cases for HIV in Ghana
by 2030 per the sustainable development goals, this study highlights the need for more
attention to engaging men in HIV prevention efforts. Lastly, This study justifies the need
of more male centered research in public health.
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Appendix 2: Participant Prescreening Tool
Socio-environmental, Personal Risk and Behavior Factors Influencing High-risk Sexual
Behaviors and HIV Prevention among Heterosexual Adult Males in Rural and Urban
Ghana
Hello, I hope you are doing well. My name is Nana Ama Aya Bullock and I am reaching
out because you have been referred to me or you have expressed interest in participating in
my project. To move forward to see if you are eligible for our project and the compensation
there are a few things we need to know about you.
1) Do you speak English?
Yes___
No___
2) Do you identify as a male?
Yes___
No___
3) Are you age 18 and over?
Yes___
No___
4) Do you live in Greater Accra?
Yes ___ No_____
5) Have you ever engaged in risky sexual behaviors? Risky meaning unprotected sex,
and/or have/had multiple sexual partners and/or had not been tested for HIV or
known your partners HIV status?
Yes___ No ___
6) How did you hear about this project?
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Appendix 3 : Socio-demographic Survey
Socio-environmental, Personal Risk and Behavior Factors Influencing High-risk Sexual
Behaviors and HIV Prevention among Heterosexual Adult Males in Rural and Urban
Ghana
1.
2.
3.
4.
5.

How old are you?______________years.
What tribe are you from?____________________
What town and region did you grow up in till 18 years? ______________
Where do you currently live? ______________
What is your marital status?
o Singe
o Married
o Single but living with a partner
o Separated
o Divorced
o Widowed
6. What is your religion?
o Christian
o Islam
o Other (please specify)
7. What is your highest level of school?
o No school
o Primary School
o Junior Secondary School
o Senior Secondary School
o Some University
o University Graduate (first degree)
o University Graduate (Masters/PHD)
o Other (please specify)
8. What do you do for a living?_____________________________________
9. What is housing status?
o Own
o Rent
o Other (please specify)
10. Do you have properties? (houses, cars, shops, farms etc...)
o Yes
o No
11. What is the value of your property in Ghana Cedis?
12. Do you know HIV status?
o Yes
o No
13. When was the last time you got tested?
o Never Tested
o Under six months ago
o Over six months ago
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o Over a year
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Appendix 4: Interview Guide
Interview Guide
Personal, Behavioral, and Socio-environmental Risk Factors Influencing High Risk
Sexual Behaviors and HIV Prevention among Heterosexual Adult Males in Ghana
The purpose of this study is to talk about your experiences as a Ghanaian man, as a man
who has sex with women, and how you make decisions regarding your sexual behavior.
Because there will be a lot of information that I will not be able to remember or write down,
this interview will be tape recorded. This allows us to get an accurate account of our
conversation in your own words. Our conversation will be typed up word-for-word. As
mentioned in the information form, nothing that identifies you will be included in the
typed-up version of our conversation.
The interview will take about 1 hour to complete. There are no right or wrong answers to
these questions. Please speak from your own experiences. If you feel uncomfortable
answering any question, let me know and I will move onto the next question. There will be
time after the interview for you to ask any questions you might have about this project.
Do you have any questions for me before we begin?

Section One
1) How is a man defined in Ghana?
o Probe: How do you think a man should behave?
o Probe: What does it mean to be masculine?
2) Tell me what it was like growing up as a man in Ghana?
o Probe: Tell me about the different stages of your life where you learned
to be a man?
3) How did your family play a role in your upbringing as a man?
o Probe: Tell me about your relationship with father? Mother?
o Probe: Tell me about your family definitions of being masculine?
o Probe: What did your family expect from you as a man?
o Probe: How has your family’s religious/spiritual influences played a
role in your upbringing as a man?
4) How did your community play a role in your upbringing as a man?
o Probe: Tell me about your relationship with other men in your
community?
o Probe: What did your community expect from you as a man?
o Probe: How have religious/spiritual influences played a role in your
upbringing as a man?
o Probe: How culture played a role in your upbringing?
5) What media images of other men did you see growing up? Media refers to
newspaper/magazine, social media, TV, and radio)
Probe: How did these images influence you growing up?
Probe: How did these images influence your sexual behaviors?
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6) Overall, what do you consider to have been your biggest influence in growing
up and identifying as a man?
Section Two
Tell me how your upbringing influenced how you make decisions regarding your sexual
behavior?
1. Tell me about your first sexual encounter.
o Probe: How did it make you feel?
2. Tell me about a time you engaged in risky sexual behaviors? Risky meaning
unprotected sex, and/or have/had multiple sexual partners and/or had not been
tested for HIV or known your partners HIV status?
o Probe: How does your sex drive contribute to your decisions regarding
your sexual behavior?
o Probe: How does sexual performance contribute to your decisions
regarding your sexual behavior?
3. Do you believe having multiple sex partners make men seem strong or
masculine?
o Probe: Why or why not? Tell me more?
o Probe: What do you believe have led to this the idea of a strong or
masculine man?
4. What do you believe has led to sexual relationships often being described as a
man’s conquest of a woman?
5. What are some reasons why men have many women partners?
6. In your experience, how do men respond to other men talking about their sexual
behavior?
Section Three
I want to switch gears now and talk about HIV prevention.
1. Where do you get your information about HIV/AIDS?
o Probe: How easy or difficult is it to get this information?
o Probe: How has this information of HIV influenced you to use or not
HIV prevention services?
2. Do you believe you are at risk for getting HIV? Explain
o Probe: How has your view of your risk for getting HIV influenced your:
▪ Condom Use
▪ HIV Testing and Counselling
3. What factors limit your access and use of?
• Condoms
▪ HIV testing and counseling.
Do you believe being masculine plays a role in you seeking HIV prevention?
We have reached the end of the interview. Before we end our discussion, do you have any
additional comments on any of the topics we have covered today? Do you have any
questions for me?
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Appendix 5: Reflective Fieldnotes Template
IDENTIFIER: Participant code

DATE: Month/day/year, day of week, weather, critical current event(s).

TIME BEGIN: Time onset of interview.

DURATION: Duration of interview in minutes.

LOCATION: Location and setting description.

GENERAL COMMENTS: General impressions of setting, participant. Participant
reaction to observation/observer.

EVALUATION COMMENTS: Analytic, theoretical notes (interpretation of activities
reported, behavior observed).
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METHODOLOGICAL NOTES: Notes regarding methods, thoughts about approach
being used, the need for modification, addition, or deletion of strategies in the future.

TECHNICAL NOTES: Suggestions for future work

PERSONAL NOTES: Personal notes, impressions, reactions, feelings, related to the
experience, concerns about the self as researcher, reflexive thoughts, judgment, bias.
Time

Descriptive Notes

Reflective Notes

148

***Note: Modified template from the following sources:
(1) Anderson, N. L. R. (1987). Computer assisted analysis of textual fieldnote data.
Western Journal of Nursing Research, 9,(4), 626-630.
(2) Creswell, J. W. (1998). Qualitative inquiry and research design: Choosing among five
traditions. Thousand Oaks, CA: Sage.
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CURRICULUM VITAE
Nana Ama Aya Bullock (Erzuah)
309 Francesca Court
Oswego, IL 60543

Phone: (773) 895-5068
Nabull02@louisville.edu
EDUCATION
PhD

University of Louisville School of Public Health and Information
Sciences
Department of Health Promotion and Behavioral Sciences
Faculty Advisor/Dissertation Chair: Dr. Muriel Harris
Dissertation Topic: Socio-environmental, Behavioral and Cognitive Factors
InfluencingHigh Risk Sexual Behaviors and HIV Prevention among Heterosexual
Adult Males in Ghana

MPH Michigan
State
University,
Public
Health
Au
gust 2014Capstone Paper: Social Media and Public Health: How does Social media
Impact Public Health Communication?
BS

Southern Illinois University Carbondale, Health Education
May 2012

AWARDS
Dissertation

Scholar

Fellowship

Award
2

021/2022
Awarded by the Southern Regional Education Board as a dissertation completion
award
Research Award School of Public Health and Information Sciences
2020/2021
Awarded a scholarship for travel to collect dissertation data in Ghana
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University of Louisville Graduate Student Council Grant
2020/2021
Awarded a competitive research grant to collect dissertation data in Ghana

Multicultural Association of Graduate Students, Research Grant Award
Awarded a competitive research grant for travel to present research study

2020/202
1

University of Louisville Commission on Diversity and Racial Equity Scholarship
2020/2021
Awarded a scholarship for travel to present research study

Fogarty-Fulbright Fellowship
2020/2021
Awarded in partnership with US Fulbright Program, Global Equity Scholars,
Fogarty International Center, Yale University and University of Ghana
School of Public Healthto conduct a multi-method HIV prevention research
in Ghana
Semi -Finalist, Southern Regional Education Conference Three Minute Thesis
(3MT)competition

2020

Scholarship Recipient
8th Annual Faculty Women of Color in the Academy National Conference

2020

Winner, University of Louisville Three Minute Thesis (3MT) competition

2019

University of Louisville Graduate Student Council Grant
Awarded a competitive research grant for a research study

2019

Multicultural Association of Graduate Students, Research Grant Award
Awarded a competitive research grant for travel to present research study

2019

Travel Award School of Public Health and Information Sciences
Awarded a scholarship for travel to present research study

2019

Travel Award University of Louisville Graduate School
2019
Awarded a scholarship for travel to present research study
Scholarship Recipient
Awarded a completive scholarship by National Minority AIDS
Council to attend the US Conference on AIDS
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2019

Diversity Fellowship

2018-2020

Tuition award from the University of Louisville Graduate School for completing
doctoral classesand candidacy exams
Needs Assessment Grant
2016
Awarded a grant by Delta Dental in partnership with Michigan Department of
Health and HumanServices to research oral health professionals in the State of
Michigan on diabetes and blood pressure screening

AWARDS_____________________________________________________________
Senator of the Year

2020/2021

University of Louisville Student Government Association

Honorable Mention
2021

,Outstanding

Student

Epidemiology

Poster

Kentucky Public Health Association
RESEARCH EXPERIENCE
PhD Dissertation Project

2020-2022

Committee: Dr. Muriel Harris, Dr., Jelani Kerr, Dr., Aisha Brown, Dr.
Douglass Craddock Study Aim: A qualitative study exploring socioenvironmental, behavioral, and cognitive factorsinfluencing high risk sexual
behaviors and HIV prevention among heterosexual males aged 18 years and
over in rural and urban Ghana

Principal Investigator: PrEP Ghana Study, Ghana, West Africa

2020

Faculty advisor: Dr. Jelani Kerr
Study aim: Mixed methods study exploring knowledge, attitudes and
readiness to prescribe Pre-Exposure Prophylaxis (PrEP) for HIV among
physicians in Ghana
Research Coordinator, FIAAY HIV Research Study, Louisville, KY
PresentPrimary Investigator: Dr. Jelani Kerr
Study Aim: NIH sponsored longitudinal study examining HIV-related
stigma and HIV testingamong formerly incarcerated African American
young adults
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2020 -

•
•
•

Coordinates and oversees the implementation of daily research
and field operationactivities
Maintains accurate records of interviews, safeguarding the
confidentiality of subjects, asnecessary
Follows up with the research team to ensure the project’s progress.

Research

Assistant,

Afya

HIV

Research

Study,

Louisville,

KY
2018

-2020
Principal Investigator: Dr. Jelani Kerr
Study Aim: Jewish Heritage Fund for Excellence sponsored to increase
awareness of access to,and uptake of pre-exposure prophylaxis among
African American young adults at heightened HIV vulnerability.
•
•
•
•
•

Administered audio computer assisted self-interview surveys
Facilitated focus groups of young adults
Assisted in analysis of focus group data
Conducted preliminary data analysis and drafted project reports regarding
the research
Identified and recruited potential research subjects in accordance
with study objectivesand parameter

Co- Lead, Needs Assessment, Lansing, MI
•

2015

Led efforts for a needs assessment to evaluate the knowledge of oral
health professionalson facilitation of referrals for diagnosis and care of
high blood pressure and diabetes, quantify the referrals made and
determine if oral health professionals follow up with clients after
referrals are made.

TEACHING EXPERIENCE
Emporia State University
Summer 2021
Guest Instructor
CE 743: Research and Program Evaluation in Counseling
•
•
•

Assisted in two 6-week accelerated graduate online courses conducted
entirely on Canva
Facilitated sessions on research, research design, statistics, and evaluation
procedures
Co-developed and assisted in grading students’ final evaluation project
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University of Louisville School of Public Health
Spring
2021
Co Instructor
PHPB 301: Health Equity (Online)
• Responsible for syllabus development, class instruction and facilitation
• Graded assignments, held office hours, and assisted in classroom management
• Assisted students with understanding health equity and the inequities that exist in
the U.S. across different determinants and outcomes
University of Louisville School of Public Health
Teaching Assistant
2020

Spring

PHPB 650: Race, Racism, and Public Health
• Assisted in lecture preparations aimed to explain various
aspects of race-basedoppression and the mechanisms by
which it impacts health disparities
• Developed and implemented active learning activities for students
• Served as a resource for students to develop strategies to address
health outcomes thathave been influenced by social
disenfranchisement
• Assisted in converting and management of class from in-person
to virtual learningduring the COVID-19 pandemic
Teaching Assistant
2019

Fall

PHPB 614: Critical Thinking, Program Planning, Implementation and Evaluation
• Lectured Master’s and Doctoral level students on various principles of
program planningand implementation topics
• Trained students to developed for students to develop and
evaluate evidence-basedinterventions to meet established
program goals and objectives
• Guided students to apply a socio-ecological model to analyze
and address criticalpopulation health issues at local or global
levels
Guest Lectures
PHBP 615: Advanced Program Evaluation, Topic: Collecting Data in the
Field Spring 2020 PHEP 301: Global Health 101, Topic: Child Marriage
2019 PHPB 630: Social Determinants of Health, Topic: Structural
Hierarchies & Health Fall 2019
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Fall

Michigan State University Master of Public Health Program
Online Teaching Assistant

Spring 2014

HM 805: Social and Behavioral Aspects of Public Health
• Monitored and facilitated student engagement on discussion boards
• Severed as a resource for question and assignments for students
• Assisted students in navigating online classes and teaching platform
PROFESSIONAL EXPERIENCE
Family Health Centers Louisville
Present

2019 -

Project Coordinator, Hypertension Care Collaborative
•
•
•
•
•

Conducts outreach to recruit patients who may be eligible for program
participation
Conducts strategies to retain program patients engaged and enrolled
Ensures completion of consent to participate and release of records
documentation
Screens patients for social determinants of health and assist with
obtaining community-based resources as needed
Maintains data regarding patients, both for program operational and
evaluation purposes

American Academy of Pediatrics

2016 - 2018

Project Manager, Tobacco Control Initiatives
•

•

•

•

Managed AAP Tobacco Consortium, including activity tracking, annual
reporting, membership, meeting agenda development and logistics, staff
support to the Chair and Nominating Committee, and other activities to
ensure the Consortium meets their goals and objectives
Managed the Visiting Lectureship program, including calls for
proposals, review and funding decisions, communications with
grantees, assigning faculty, evaluations, and other activities
In coordination with Associate Executive Director and Division
Director, developed and implemented strategies for promoting health
systems change around tobacco control issues.
Provided technical assistance to key stakeholders and partners looking to
improve tobaccocontrol services in their health systems, communities,
or states

155

Michigan Public Health Institute
2016

2013-

Project 1
Public Health Consultant: Heart Disease and Stroke Prevention Unit,
Michigan Department ofHealth & Human Services
•
•
•

Collaborated in implementing activities to improve identification of
undiagnosed personswith high blood pressure, and improve diagnosis,
treatment, and follow-up of persons with high blood pressure
Served as the hypertension expert, statewide/sub-recipient contract
manager and technicalassistance coordinator for health system
intervention /community clinical linkage strategies on CDC 1422 grant.
Assisted in researching and drafting proposals and/or reports on a
variety of clinical subjects such as the gaps in research to practice in
clinical areas, the disease burden for selected health concerns, relevant
CVH resources, fact sheets, and other communications

Project 2
Fiscal Program Analyst: HIV/AIDS Continuum of Care Section, Michigan
Dept. of Health &Human Services
•
•

•

Provided link between HIV Care fiscal and program staff to
help ensure smoothimplementation of grant writing and
progress reporting activities.
Supported sub-recipient monitoring (program and fiscal) to help
ensure that subgrantees/partners comply with the organization
and federal and state policies bycoordinating site visits and
following up with corrective action plans.
Managed databases and quality assurance to assess agency
progress towards meetingcontract objectives, responsiveness to
indicators and compliance with established protocol.

Technical Coordinator: HIV/AIDS Continuum of Care (COC) Section,
Michigan Dept. ofHealth & Human Services
•
•
•
•

Implemented processes for reviewing agencies that receive CDC and
HRSA funding from COC to ensure compliance with approved
timelines, work plans, progress reportsand budgets.
Ensured timely documentation of progress and expenditures are
submitted by agencies toCOC to ensure deliverables remain on time
and within budget.
Assisted Grants and Contracts Technical Assistant in maintaining
up-to-date files forcontract agencies and developing
correspondence to agencies.
Provide technical guidance and training to contracted agencies as
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needed as well as assistwith HRSA and CDC grant writing, including
progress reports
Project 3
Healthacular Wellness Coordinator
•
•
•
•
•
•

Coordinated and managed 124K company wellness program
Planned, implemented and coordinated annual employee weight loss
competition
Oversaw and managed company’s fitness center
Hired and supervised fitness instructors/coaches
Effectively apply organization skills by scheduling, organizing and
creating all wellnesscenter program events and projects
Provided health education and promoted wellness amongst
MPHI employees andaffiliates

PUBLICATIONS
Journal Papers
Kerr J, Combs R, Ayangeakaa S, Harris L, Bullock N, Sterrett-Hong E, Parker
K. Examining Factors that Impact Intentions to Use Pre-Exposure Prophylaxis
Among African-American Young Adults. Arch Sex Behav. 2021
Oct;50(7):2933-2941. doi: 10.1007/s10508-021-01974-1. Epub 2021 Oct 12.
PMID: 34637047.
Kerr, J., Bullock, N.A., Burton, K., Mitchell, C., Harris, L., Combs, R., Krigger,
K., Northington, T. (2022). Predictors of Pre-exposure Prophylaxis Awareness
Among African American Young Adults in Louisville, Kentucky. (In press:
Journal of Healthcare for the Poor and Underserved).

PRESENTATIONS
November 2021

Poster: Bullock, N., Combs, R. PhD, Harris, L., Northington, N., Burton,
K., Ayangeakka, S., Smith, A., & Kerr, J. Title: PrEP Awareness among
African American Young Adults in Louisville, Kentucky. Adherence 2021
Conference. Orlando, Florida and Virtual
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October 2021

Poster: Smith, A., MPH, Harris, L., Ayangeakaa, S., Combs, R., Burton, K.,
Bullock, N. , Krigger, K., Kerr, J.. Title: Examining the relationship between
health information sources and perceived HIV susceptibility among young
African Americans in Louisville, Kentucky. American Public Health
Association Annual Meeting and Expo. Denver, Colorado

May 2021

Poster: Bullock, N. Osezua,V. & Kerr, J. Title: Knowledge, Perceptions and
Readiness to Prescribe Pre-exposure prophylaxis among Ghanaian
Physicians. 17th International Congress of Qualitative Inquiry. (Virtual)

April 2021

Poster: Bullock, N., Kerr, J., Combs, R., & Mitchell, C. Title: Awareness,
Practices and Concerns about Prescribing PrEP for HIV Prevention among
Medical Providers in Louisville. 2021 Kentucky Public Health Association
Annual Conference (Virtual)

November 2020

Poster: Burton, K., Kerr, J., Combs, R., Harris, L., Ayangeakaa, S.,
Northington,T., Sterrett-Hong, E., Bullock, N., & Sears, J. Title: The farreaching impact of stigma on PrEP and HIV perceptions among African
American young adults living in Louisville, KY. 11th Annual International
Conference on Stigma, Washington DC.(Virtual)

February 2020

Oral: Bullock, N., & Kerr, J. Title: Navigating IRB for International
Research:Lessons Learnt from prepping for Knowledge, Perception and
Readiness to Prescribe Pre-Exposure Prophylaxis for HIV Prevention Among
Physicians in
Ghana. Graduate Student Regional Research Conference 2020, Louisville
KY.
Poster: Bullock, N., Osezua, V., Aidoo-Frimpong, G., Mott, D., &
McDowell, J.Title: Predictors of Miscarriage in Pregnancy: An Analysis of
the 2015-2017 National Survey of Family Growth. 23rd Annual American
Association of Behavioral and Social Sciences, Las Vegas NV.

February 2020

February 2020

Oral: Osezua V., Bullock, N.A., Aidoo-Frimpong, G., & Mott, D. Title:
Perceptions of General Health Status among US Immigrants Based on
Demographics and Socioeconomic Factors: An Analysis of the 2016 General
Social Survey. 23rd Annual American Association of Behavioral and Social
Sciences, Las Vegas NV.
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December 2019

Poster & Oral: Bullock, N.A., Aidoo-Frimpong, G., & Kerr, J.C. Title:
Integrating Pre-Exposure Prophylaxis (PrEP) as an HIV prevention strategy
in Sub-Saharan Africa. 2019 Afro-European Medical and Research Network
(AEMRN) Annual Conference on SDGs at the United Nations Palais des
Nations,Geneva, Switzerland.

September 2019

Poster: Bullock, N.A. Title: Mapping out Jefferson County Kentucky’s
LifeExpectancy Disparity: A GIS Project. Research Louisville,
Louisville, KY.

November 2016

Poster: Erzuah, N., Farrell, C., Crane, D., Deming, S., Jacobson, J., &
Scorcia- Wilson, T. Title: Michigan Assessment of Blood Pressure and
Diabetes Screening
Practices among Oral Health Professionals. American Public Health
AssociationAnnual Meeting and Expo, Denver, Colorado

PROFESSIONAL TRAINING
Fogarty Qualitative Data Analysis Workshop
NIH Fogarty International Center, Virtual, July 23-25, 2020
PROFESSIONAL AFFILIATIONS
Ghana Public Health Associates USA
Present
Afro-European Medical and Research Network
Present
American Public Health Association
Present
Eta Sigma Gamma Health Education Honorary
2011

2020 2019 2013 Inducted

PROFESSIONAL SERVICE
Reviewer, US Embassy Ghana, 2022 YALI Mandela Washington Fellowship
Applications , 2021
Conference Discussant, University of St. Thomas Center for International
Studies Senior ThesisPresentations 23rd Annual American Association of
Behavioral and Social Sciences, 2020
COMMUNITY SERVICE
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University of Louisville Black Graduate and Professional Students
Association
Founding Member/ Vice President
2021/2022
University of Louisville Multicultural Association of Graduate Students
Member
2016/2021
Treasurer
2019
Vice President
2020/2021
University of Louisville Student Government Association
President (School of Public Health Council)
2021/2022
Vice President (School of Public Health Council)
2020/2021
Graduate Representative (School of Public Health Council)
2019/2020
Senator (University Student Senate)
2021/2022
Chair, Diversity and Inclusion Committee (University Student Senate)
2021/2022
Development Committee Member (University Student Senate)
2021/2022
Executive Committee Member (University Student Senate)
2021/2022
Senator (University Student Senate)
2019/2020
Diversity and Inclusion Committee Member (University Student Senate)
2020/2021
Service Committee Member (University Student Senate)
2020/2021
Community Health Screening, Lapaz Constituency, Accra Ghana
Volunteer
Ghana AIDS Commission World AIDS Day Celebration
Volunteer
Aid Ghana Not for Profit Organization, Accra Ghana
General Secretary
Present
Director of Research and Science
2016 - Present
Member of Public Relation Team
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2021
2021

2020 -

2016 - Present
University of Louisville Compassion Clinic
Volunteer

2019

LANGUAGES
Proficient English both
Oral and written
Beginner French both
Oral and written
Proficient in Twi (widely spoken local Ghanaian Language) both Oral and written
COMPUTER SKILLS
Microsoft
Office
Applications
SPSS Software
STATA
GIS
Dedoose Qualitative Software
Asana Project
Management
SoftwareMend
Telehealth Software
Intergry EHR Software
REDcap
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